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PREFACE 

The ninety-fourth session of the Executive Board was held at WHO headquarters, Geneva, on 13 and 
14 May 1994. 

The Forty-seventh World Health Assembly had elected 10 Member States to be entitled to designate 
persons to serve on the Executive Board1 in place of those whose term of office had expired, giving the 
following new composition of the Board: 

Designating country Unexpired term 
of office2 

Designating country Unexpired term 
of office2 

Cameroon 1 year 
Canada 1 year 
China 3 years 
Costa Rica 2 years 
Cuba 3 years 
Finland 3 years 
France 3 years 
Israel 2 years 
Jamaica 1 year 
Japan 1 year 
Kuwait 3 years 
Mexico 1 year 
Mongolia 1 year 
Morocco 2 years 
Nepal 2 years 
Pakistan 3 years 

Portugal 1 year 
Qatar 1 year 
Russian Federation 3 years 
Swaziland 1 year 
Syrian Arab Republic 1 year 
Thailand 3 years 
Togo 2 years 
Turkey 2 years 
Uganda 2 years 
United Kingdom of Great 

Britain and Northern Ireland 1 year 
United Republic of Tanzania . . 2 years 
United States of America . . . . 3 years 
Viet Nam 2 years 
Zaire 2 years 
Zambia 3 years 

Details regarding members designated by the above Member States, the officers elected, and 
membership of committees and working groups, will be found on pages 39 to 46 of the present volume, 
which contains the resolutions and decisions3 of the Board and the summary records of its discussions. 

1 By decision WHA47(9). The retiring members were those designated by Afghanistan, Bolivia, Bulgaria, 
Denmark, Greece, Maldives, Philippines, Sierra Leone, Tunisia and Uruguay. 

2 At the time of the closure of the Forty-seventh World Health Assembly. 
3 The resolutions have been cross-referenced to the relevant section of the WHO Handbook of Resolutions and 

Decisions, and both the resolutions and the decisions are grouped in the table of contents under the appropriate 
subject headings. This is to ensure continuity with Handbook volumes I，II and III (third edition), which contain most 
of the resolutions adopted by the Health Assembly and Executive Board between 1948 and 1992. A list of the dates 
of sessions, indicating resolution symbols and the volumes in which the resolutions and decisions were first published, 
is given in Volume III (third edition) of the Handbook (page XIII). 
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1. Opening of the session 
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4. Report of the representatives of the Executive Board at the Forty-seventh World Health Assembly 
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1 Adopted by the Board at its first meeting (see page 47). 
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PART I 

RESOLUTIONS AND DECISIONS 

ANNEXES 





RESOLUTIONS 

World Health Assembly 

The Executive Board, 

Having heard the report of its representatives on the work of the Forty-seventh World Health 
Assembly, 

THANKS the representatives for the work they have accomplished and for their report. 

Hbk Res” Vol. Ill (3rd ed.), 3.2.6 (First meeting, 13 May 1994) 

EB94.R2 Technical Discussions 

The Executive Board, 

Noting the report of the Director-General on Technical Discussions at the Forty-ninth World Health 
Assembly (1996),1 

RECOMMENDS to the Forty-eighth World Health Assembly the adoption of the following draft 
resolution: 

The Forty-eighth World Health Assembly, 

Having considered the report of the Director-General on Technical Discussions at the Forty-
ninth World Health Assembly (1996);1 

Recalling the recommendations of the Executive Board Working Group on the WHO Response 
to Global Change and the report by the Director-General on implementation of the Working Group 
recommendations on methods of work of the World Health Assembly;2 

Acknowledging the need to further streamline and improve methods of work of the Health 
Assembly as well as the desirability of providing Member States with technical briefings focusing on 
important health problems in a flexible and innovative manner, 

1. DECIDES that, from the Forty-ninth World Health Assembly in May 1996, and on a triai basis, 
Technical Discussions will be replaced by a limited number of well organized technical briefings and 
by informal forums for dialogue; 

2. REQUESTS the Director-General to continue to review methods of work of the Health 
Assembly with a view to further savings. 

Hbk Res” Vol III (3rd ed), 3.1.3; 3.1.4 (Third meeting, 14 May 1994) 

1 See Annex 1. 
2 Document EB93/1994/REC/1, Annex 1, Part 2, section IV. 





DECISIONS 

EB94(1) Report on meetings of expert committees and study groups 

The Executive Board considered and took note of the Director-General's report1 on the meetings of 
the following expert committee and study groups: WHO Expert Committee on Biological Standardization, 
forty-third report;2 WHO Study Group on Assessment of Fracture Risk and its Application to Screening 
for Postmenopausal Osteoporosis;3 WHO Study Group on the Implementation of the Global Plan of 
Action for Malaria Control 1993-2000;4 WHO Study Group on Nursing beyond the Year 2000.5 It 
thanked the experts who had taken part in the meetings, and requested the Director-General to take 
account of their recommendations, as appropriate, in the implementation of the Organization's programmes, 
bearing in mind the discussion in the Board. 

(First meeting, 13 May 1994) 

EB94(2) Report of the UNICEF/WHO Joint Committee on Health Policy on its 
special session 

The Executive Board took note of the report of the UNICEF/WHO Joint Committee on Health 
Policy on its special session, held in Geneva on 27 and 28 January 1994,6 and endorsed the 
recommendations made by the Committee on a number of important issues, in particular those pertaining 
to accelerated action to be taken at global, regional and national levels in order to achieve the mid-decade 
goals, leading to attainment of the end-of-decade goals set by the World Summit for Children. 

(First meeting, 13 May 1994) 

EB94(3) Methods and plans of work of the Programme Development Committee, 
the Administration, Budget and Finance Committee and the subgroups for 
programme reviews 

The Executive Board considered the Director-General's report7 on WHO response to global change 
(Committees of the Executive Board), and decided that the Programme Development Committee and the 
Administration, Budget and Finance Committee will consist each of seven members, one of whom is the 
Chairman or a Vice-Chairman of the Executive Board, the other six being selected from each of the six 
WHO regions; that each committee will elect a chairman from among its members; and that the terms 
of office of the members will not exceed two years. The Board further decided to adopt the methods and 
plans of work of the Programme Development Committee, the Administration, Budget and Finance 

1 Document EB94/2. 
2 WHO Technical Report Series, No. 840, 1994. 
3 WHO Technical Report Series, No. 843, 1994. 
4 WHO Technical Report Series, No. 839, 1993. 
5 WHO Technical Report Series, No. 842, 1994. 
6 See Annex 2. 
7 See Annex 3. 
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6 EXECUTIVE BOARD, NINETY-FOURTH SESSION 

Committee and the subgroups for programme reviews presented in section III of the report; and that the 
two committees will meet for three days immediately before the January session of the Executive Board, 
in accordance with option 1 in Figure 1 of the report. 

(Second meeting, 13 May 1994) 

EB94(4) Membership of the Programme Development Committee of the Executive 

The Executive Board appointed the following members of the Board: Professor M. E. Chatty, 
Dr J. Larivière, Professor I. A. Mtulia, Dr E. Nakamura, Dr P. Nymadawa and Professor E. A. Ne2aev as 
members of its Programme Development Committee, established under resolution EB93.R13, for a 
maximum period of two years, in addition to Mrs P. Herzog, Vice-Chairman of the Board. It was 
understood that if any member of the Committee was unable to attend, his or her successor or the alternate 
member of the Board designated by the Government concerned, in accordance with Rule 2 of the Rules 
of Procedure, would participate in the work of the Committee. 

(Second meeting, 13 May 1994) 

EB94(5) Membership of the Administration, Budget and Finance Committee of the 
Executive Board 

The Executive Board appointed the following members of the Board: Dr К. С. Calman, 
Dr J. J. Clinton, Professor Li Shichuo, Professor J. Mbede, Dr V. Sangsingkeo and Dr A. Zahi as members 
of its Administration, Budget and Finance Committee, established under resolution EB93.R13, for a 
maximum period of two years, in addition to Dr К. A. Al-Jaber, Vice-Chairman of the Board. It was 
understood that if any member of the Committee was unable to attend, his successor or the alternate 
member of the Board designated by the Government concerned, in accordance with Rule 2 of the Rules 
of Procedure, would participate in the work of the Committee. 

(Second meeting, 13 May 1994) 

EB94(6) Membership of the Executive Board's Standing Committee on 
Nongovernmental Organizations 

The Executive Board appointed Professor N. M. Shaikh as member of the Standing Committee on 
Nongovernmental Organizations for the duration of his term of office on the Executive Board, in addition 
to Dr V. Devo, Mrs P. Herzog, Dr J. Kumate and Dr P. Nymadawa, already members of the Committee. 
It was understood that if any member of the Committee was unable to attend, his or her successor or the 
alternate member of the Board designated by the Government concerned, in accordance with Rule 2 of the 
Rules of Procedure, would participate in the work of the Committee. 

(Second meeting, 13 May 1994) 

EB94(7) Membership of the UNICEF/WHO Joint Committee on Health Policy 

The Executive Board appointed Mr D. Leakey, Dr К. Leppo and Professor Li Shichuo as members 
of the UNICEF/WHO Joint Committee on Health Policy for the duration of their terms of office on the 
Executive Board, in addition to Dr К. A. Al-Jaber, Dr Qhing Qhing Dlamini and Dr P. Nymadawa, already 
members of the Committee. The Board appointed as alternates Professor J. M. Caldeira da Silva, 



RESOLUTIONS AND DECISIONS 

Dr К. Kalumba and Dr A.-R. S. Al-Muhailan, in addition to Dr С. Castro Charpentier, Dr Ngo Van Hop 
and Dr В. L. Shrestha, already alternate members of the Committee. 

(Second meeting, 13 May 1994) 

EB94(8) Membership of the Dr A. T. Shousha Foundation Committee 

The Executive Board, in accordance with the Statutes of the Dr A. T. Shousha Foundation, appointed 
Dr J. Antelo Pérez as member of the Dr A. T. Shousha Foundation Committee for the duration of his term 
of office on the Executive Board, in addition to the Chairman and Vice-Chairmen of the Board, members 
ex officio. It was understood that if Dr Antelo Pérez was unable to attend, his successor or the alternate 
member of the Board designated by the Government concerned, in accordance with Rule 2 of the Rules 
of Procedure, would participate in the work of the Committee. 

(Second meeting, 13 May 1994) 

EB94(9) Membership of the Jacques Parisot Foundation Committee 

The Executive Board, in accordance with the Implementing Regulations of the Jacques Parisot 
Foundation, appointed Dr M. M. Kankienza as member of the Jacques Parisot Foundation Committee for 
the duration of his term of office on the Executive Board, in addition to the Chairman and Vice-Chairmen 
of the Board, members ex officio. It was understood that if Dr Kankienza was unable to attend, his 
successor or the alternate member of the Board designated by the Government concerned, in accordance 
with Rule 2 of the Rules of Procedure, would participate in the work of the Committee. 

(Second meeting, 13 May 1994) 

EB94(10) Membership of the United Arab Emirates Health Foundation Committee 

The Executive Board, in accordance with the Statutes of the United Arab Emirates Health 
Foundation, appointed Professor Münewer Bertan as member of the United Arab Emirates Health 
Foundation Committee for the duration of her term of office on the Executive Board, in addition to the 
Chairman, the Vice-Chairmen of the Board, and a representative of the Founder, members ex officio. It 
was understood that if Professor Bertan was unable to attend, her successor or the alternate member of 
the Board designated by the Government concerned, in accordance with Rule 2 of the Rules of Procedure, 
would participate in the work of the Committee. 

(Second meeting, 13 May 1994) 

EB94(11) Appointment of representatives of the Executive Board at the Forty-eighth 
World Health Assembly 

The Executive Board, in accordance with paragraph 1 of resolution EB59.R7, appointed its Chairman, 
Dr J. Kumate, ex officio’ and Professor Münewer Bertan, Dr M. M. Kankienza and Dr Ngo Van Hop to 
represent the Board at the Forty-eighth World Health Assembly. 

(Third meeting, 14 May 1994) 
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EB94(12) Date and place of the Forty-eighth World Health Assembly 

The Executive Board decided that the Forty-eighth World Health Assembly should be held at the 
Palais des Nations in Geneva, opening on Monday, 1 May 1995. 

(Third meeting, 14 May 1994) 

EB94(13) Date, place and duration of the ninety-fifth session of the Executive Board 

The Executive Board decided that its ninety-fifth session should be convened on Monday, 16 January 
1995, at WHO headquarters, Geneva, and should close no later than Friday, 27 January 1995. 

(Third meeting, 14 May 1994) 



ANNEX 1 

Technical Discussions at the 
Forty-ninth World Health Assembly (1996)1 

Report by the Director-General 

[EB94/8 - 11 April 1994] 

METHOD OF WORK OF THE HEALTH ASSEMBLY: TECHNICAL DISCUSSIONS 

1. In resolution WHA44.30, the Forty-fourth World Health Assembly decided that Technical Discussions 
should be held in even-numbered years only, when there is no proposed programme budget to consider. 

2. The Executive Board has called for shorter Health Assemblies in view of the need for cost saving, 
while at the same time Member States have shown interest in technical briefings during the Health 
Assembly on WHO programme activities. Devoting one-and-a-half days to Technical Discussions limits the 
possibility of further shortening the Assembly or allocating more time to technical briefing sessions. 

3. The cost of the Technical Discussions covers preparation (financed either from the Director-GeneraPs 
Development Fund or from savings) and conference services (from the Health Assembly budget); in 1992， 
it amounted to US$ 244 000，of which conference services accounted for US$ 40 000. Costs for 1994 are 
estimated to be US$ 140 000 for preparation and US$ 50 000 for conference services. 

4. Since the cost of preparation of technical briefing sessions would be absorbed by the technical 
programme, holding them in lieu of Technical Discussions would involve savings in the order of 
US$ 200 000. The funds currently used for conference services for the Technical Discussions would be used 
to support technical briefings. 

SELECTION OF A SUBJECT FOR THE TECHNICAL DISCUSSIONS 

5. In the event that Technical Discussions are held at the Forty-ninth World Health Assembly, the 
following suggestions may be considered in selecting a subject: 

(1) Role of public and private sectors in the provision of health services 

The political, social and economic changes over the last two decades in countries at all levels 
of development have led to a growing awareness of the pluralistic nature of health care financing and 
provision. Global trends towards a greater involvement of the private sector in health are widely 
observable, and government reform and economic restructuring are proceeding in most countries. 
Many countries have been exploring and implementing different ways of mobilizing and organizing 
all available resources, both public and private, to improve the health of citizens. It is essential to 
review such innovations in countries in collaboration with the private sector and to identify ways to 
improve policies and management of such collaboration, to ensure a greater contribution of the 
nongovernmental sector to the attainment of national health goals. 

1 See resolution EB94.R2. 
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(2) Existing and emerging diseases: towards global epidemiological surveillance 

Numerous recent phenomena involving emerging and re-emerging infections - the global AIDS 
pandemic, the continuing spread of dengue viruses, the appearance of previously unrecognized 
diseases such as the haemorrhagic fevers, the resurgence of old scourges like tuberculosis and cholera 
in new forms - are evidence of people's vulnerability to infectious diseases throughout the world. 
Many experts have stressed the need to improve capabilities for epidemiological surveillance to 
control existing diseases and detect emerging ones. 

(3) Bioethics - biomedical technology and respect for the rights of individuals 

The emergence of new biomedical technology, including the development and use of clinical 
gene therapy, genetic screening and counselling, prediction of life events and diseases, genetic 
engineering and new methods of genetics research, provides new opportunities as well as risks. The 
challenge is to take advantage of such new technology while respecting the basic rights and interests 
of communities and individuals, including the right to be informed, to participate in decision-making, 
to avoid bodily harm, and to preserve human dignity, culture and values. In short, there is need for 
a new paradigm in bioethics. 

(4) Supportive environments for health: promotion and education for sustainable development 

The International Conference on Health Promotion: Supportive Environments for Health, 
Sundsvall, Sweden (1991), and the United Nations Conference on Environment and Development, 
Rio de Janeiro, Brazil (1992), appealed to the world community through the Sundsvall Statement and 
the Rio Declaration to rally in order to protect the environment and health while pursuing 
socioeconomic development. In keeping with the directives in Agenda 21 arising out of the Rio 
Conference, WHO is making appropriate efforts in its own programmes and jointly with other 
agencies such as UNEP and the nongovernmental organizations concerned. Technical Discussions 
on "supportive environments for health", reviewing progress and promoting wider and more effective 
involvement of all sectors, would therefore be timely. 

(5) Nursing in primary health care 

Resolution WHA45.5 concerns "Strengthening nursing and midwifery in support of strategies 
for health for all". Primary health care implies delivery of care - promotive, preventive, curative and 
rehabilitative. Primary health care provided by nurses and midwives is claimed to be the most cost-
effective: however, there is no consensus on this. No doubt there are differences in the range of 
basic services provided by nurses in least developed, developing and industrialized countries, and 
there is a need to explore this area. Technical Discussions could consider the nature and variety of 
tasks and define the relation between the functions of physicians, nurses and midwives providing 
primary health care. 

6. The subjects selected for previous Technical Discussions are listed elsewhere (not reproduced).1 

ACTION BY THE EXECUTIVE BOARD 
[In this section the Board was invited to choose between selection of a subject from those suggested in 
section 5 and a draft resolution recommending replacement of Technical Discussions by technical briefings; 
the resolution, with minor changes, was adopted as resolution EB94.R2.] 

1 See Handbook of resolutions and decisions’ Vol. Ill (3rd ed.), pp. 155 and 156. 



ANNEX 2 

Report of the UNICEF/WHO Joint Committee on 
Health Policy on its special session1 

[EB94/3 - 13 April 1994] 

The Director-General has the honour to bring to the attention of the Executive Board the report of 
the UNICEF/WHO Joint Committee on Health Policy (JCHP) on its special session held in Geneva on 
27 and 28 January 1994 (Appendix). 

The special session was convened to review progress with respect to the eight mid-decade goals that 
had been set and endorsed by both UNICEF and WHO Executive Boards in 1993 in order to give a clear 
focus to the activities aimed at achieving the end-of-decade health and health-related goals established by 
the 1990 World Summit for Children. These concern neonatal tetanus, measles deaths and cases, oral 
rehydration therapy/diarrhoea case management, poliomyelitis-free status, "baby-friendly" hospitals, guinea-
worm transmission (dracunculiasis), iodine deficiency disorders, and vitamin A deficiency. WHO and 
UNICEF lay strong emphasis on three additional areas: water supply and sanitation, reduction of protein-
energy malnutrition, and HIV/AIDS-related preventive practices. It also discussed the establishment of 
health indicators and the process for monitoring the end-of-decade goals set by the World Summit for 
Children. 

The specific recommendations of JCHP to the WHO and UNICEF Executive Boards concern, in 
particular, the paramount importance of sustained political will and the commitment of supporting 
institutions; special attention to be directed to countries in greatest need; more effective surveillance 
systems; quality of care; more appropriate training of health professionals to work at the primary health 
care level; education to ensure and maintain knowledge of disease-preventive practices, particularly in 
relation to HIV/AIDS; adequate supply and quality of vaccines; raising and sustaining of immunization 
coverage; and additional resources. 

1 See decision EB94(2). 
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ANNEX 2 13 

I. INTRODUCTION 

1. Dr Y. Kawaguchi, Director, Division of Interagency Affairs, WHO, opened the session and welcomed 
participants. 

2. Dr Meropi Violaki-Paraskeva, Vice-Chairman of the WHO Executive Board, was unanimously elected 
Chairman. Dr M. A. A. Al-Sakkaff (Yemen), member of the UNICEF Executive Board, and Dr К. AI-
Jaber (Qatar), member of the WHO Executive Board, were elected Rapporteurs. 

3. The Chairman recalled that the terms of reference of the Joint Committee - the longest-standing such 
interagency committee in the United Nations system - included review of the overall health needs of 
mothers and children, examination of progress and assessment reports on different types of jointly assisted 
health activities, and recommendations for appropriate action. It was urgent to alleviate the burden of Ш-
health carried by women and children in developing countries, particularly in Africa. Despite progress 
made in reducing infant, child and maternal mortality, there were still 4.2 million newborn children dying 
each year, and in some countries maternal mortality rates were from 200 to 500 per hundred thousand live 
births. It was urgent to join forces in seeking new and more effective ways to achieve complementary action 
at country, regional and global levels. One of the Committee's tasks was to assist both organizations to 
define clearly their respective responsibilities and modes of operation in order to recommend to national 
governments clear and realistic action with maximum impact. 

4. She briefly outlined the work of the Committee at its previous session in February 1993, which had 
included recommendations concerning eight mid-decade goals, subsequently endorsed by the executive 
boards of both UNICEF and WHO, and to be discussed by the Committee at its present session. These 
mid-decade goals had been set to give clear focus and direction to achievement of the end-of-decade goals 
set by the World Summit for Children. 

5. The agenda (document JCHPSS/94/1.1 /Rev.2) was adopted and is attached as Attachment 1. The 
list of participants is given in Attachment 2. 

II. SUMMARY OF STATEMENTS BY THE DIRECTOR-GENERAL OF WHO AND THE EXECUTIVE 
DIRECTOR OF UNICEF 

6. Dr Hiroshi Nakajima, Director-General of WHO, said that the WHO Executive Board at its ninety-
third session had devoted much attention to the implementation of reform in WHO with a view to 
enhancing the Organization's support and services to its Member States, and noted that the UNICEF 
Executive Board was also to undergo changes following decisions reached by the forty-eighth session of the 
General Assembly of the United Nations. 

7. In a rapidly moving global environment, WHO had to face new health challenges brought about by 
the current epidemiological transition, aggravated by political, economic and social problems, and had 
consequently undertaken to review and adapt its policies, structures and working methods. There was also 
a need to foster greater involvement of "civü society" alongside government, mobilizing all actors in society 
in order to ensure the success of WHO's health-for-all policies through primary health care. That could 
be achieved through the new partnerships for health which WHO had been promoting for the past year. 

8. Intersectoral and interagency cooperation within the United Nations system, particularly with 
UNICEF, was a high priority. The WHO Executive Board had adopted a series of resolutions on major 
health issues related to the present meeting, including the proposed establishment of a joint and 
cosponsored United Nations programme on HIV/AIDS to be administered by WHO. The Organization 
looked forward to the endorsement of the relevant study by the UNICEF Executive Board at its 
forthcoming session and expected much from UNICEF's support and active participation in that 
programme, notably in the field of health education, both in and out of school, to prevent the spread of 
HIV/AIDS and sexually transmitted diseases. 
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9. Cooperation had also been pursued in all fields relating to vaccines, from research and development 
to country operations, including immunization. WHO's Expanded Programme on Immunization, the 
WHO/UNDP programme for vaccine development and the joint Children's Vaccine Initiative were being 
brought together in a consolidated programme. 

10. The fact that global immunization coverage for children under one year of age was lower in 1992 than 
in 1990 made it essential to ensure an adequate supply of high-quality, low-cost vaccines, for which 
additional financial resources would be required. Mobilization of resources from donors and the 
participation of industry would be more effective if organizations worked in synergy, streamlining their 
vaccine-related policies and activities. In times of economic recession and escalating health costs, much 
remained to be done for women and children, who were often hardest hit by poverty and increasing 
unemployment. Worldwide life-expectancy at birth might have increased, but perinatal mortality rates 
among women and infants in many developing countries remained unacceptably high. One national study 
had shown that about 40% of maternal deaths could be attributed to wrong diagnosis or inappropriate case 
management. Furthermore, measles still caused an average of 1.13 million deaths annually in developing 
countries, and every year over 10 million children under five years of age died of the effects of poverty and 
underdevelopment. Faced with those figures, countries and the international community must reflect on 
their commitment to the health, welfare and dignity of all human beings. Solidarity was not only an ethical 
but a political choice, and must be based on equity and independence, with a view to achieving peace and 
sustainable development. 

11. 1994，as the International Year of the Family, provided an opportunity to underscore the importance 
of the joint efforts of UNICEF and WHO to promote and protect the health and welfare of mothers and 
children. The Joint Committee remained a powerful means of coordinating and monitoring activities within 
the United Nations system in particular in support of children and women. Although the 1995 mid-decade 
goals might appear aspirational, particularly in countries with weak health infrastructures, they were 
technically feasible. They called for political will and solidarity, both at national and international levels, 
translated into tangible commitments and supported by effective public health planning and management. 

12. WHO was consequently considering different options to accelerate the eradication or elimination of 
poliomyelitis, leprosy and dracunculiasis, despite the fact that some endemic countries, particularly in Africa, 
were going through serious political and economic difficulties. It was to be hoped that the Joint Committee, 
inspired by the long-standing partnership between UNICEF and WHO, woiüd make recommendations to 
their Executive Boards to strengthen national capabilities and help countries achieve their self-appointed 
goals for 1995 and for the year 2000. 

13. Mr J. Grant, Executive Director of UNICEF, commended WHO on its leadership and vision in the 
health-for-all programme. For over 45 years, UNICEF and WHO had shared the struggle, sometimes with 
conspicuous success, as with the eradication of yaws in the 1950s, sometimes less successfully, as in the case 
of malaria. Programmes such as those on essential drugs, nutrition and immunization were saving the lives 
of three million children per year. Disabilities due to poliomyelitis had been reduced from half a million 
to 140 000，and there was the prospect that before too many years they would be eliminated. Central to 
that collaboration was the role of members of the respective executive boards in the Joint Committee on 
Health Policy. 

14. UNICEF would continue to maintain current levels of support for the global immunization 
programme throughout the remaining years of the decade. Full and strong partnership between WHO and 
UNICEF would permit the seizing of powerful opportunities to combat such scourges as measles and 
dehydration through diarrhoeal diseases. Such goals were a means of mobilizing not only the organizations 
themselves, but also nongovernmental organizations and governments, to achieve synergy. The mid-decade 
goals, which had been conceived by the World Health Assembly, were an important stepping-stone to the 
goals for the year 2000. 

15. National efforts were a major and vital component of achieving such targets, although partnership 
with the external world was vital as a catalyst for action. He emphasized UNICEF，s commitment to 
collaborate with WHO in areas where their work was complementary. WHO's strength was in setting goals 
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and standards, while UNICEF had a strong field presence and experiénce in mobilizing funds and society 
in countries and globally. 

16. As results in Mexico and the United Republic of Tanzania had shown, political commitment was a 
key factor in meeting targets. The decentralization of responsibility in many countries would serve the 
purposes of the organizations' work. There was a need to strengthen monitoring, in order to ensure that 
progress was sustained and the lessons of experience drawn. 

17. He drew attention to achievements in combating iodine and vitamin A deficiency diseases, and to 
progress in eradicating poliomyelitis. Recognizing that many of the goals were aspirational, such goals could 
be transformed into real targets and achieved. Success boosted confidence and morale within health 
systems, which made it possible to tackle other tasks for the goal of health for all by the year 2000. He 
attributed success in other areas of social progress to the confidence gained in tackling disease successfully. 
The key to real accomplishment was the will to achieve targets. Inspired leadership was one stimulus, but, 
as recent cholera epidemics in Peru and elsewhere had shown in necessitating the wider use of oral 
rehydration therapy, fear was also a powerful stimulus. 

18. Lastly, he emphasized that opportunities implied the responsibility to act. There was a moral 
responsibility in failing to achieve major progress, where such progress was possible. The Health Assembly 
indicated where goals were achievable. The question was whether the world would respond. 

III. WORLD SUMMIT FOR CHILDREN 

Follow-up action 

19. The background paper1 contained a summary of progress towards the achievement of the goals for 
the health of women and children within national health systems by the year 2000, and areas where 
accelerated efforts were required. It also proposed specific action to be undertaken by JCHP. 

20. The Committee discussed the need for a creative approach in setting goals while at the same time 
ensuring that they were realistically and technically achievable. Goals could inspire action, provided there 
was the appropriate political will, but the setting of unrealistic targets at country level might have the 
contrary effect. It was necessary to strike a balance. Countries needed a system as well as a goal, and 
health could not be separated from overall development. 

21. There was broad agreement that health could not be divorced from other social factors. The key to 
promoting health was alleviation of poverty. The "basic minimum needs" approach to some of the root 
causes of disease, such as poor water supplies, food and shelter was effective. Besides resources and the 
necessary political will to achieve the goals for the year 2000, a vital element was community participation. 
By involving the community, a new tradition of local responsibility would be developed which would ensure 
that progress achieved in meeting the goals would be sustained thereafter. Successful examples of an 
integrated approach, involving such aspects as family planning, water, sanitation and the growing of suitable 
food crops were reported in Bangladesh and Somalia. A good example of a local community taking 
responsibility for its own affairs was the public vaccine fund which had been established in Benin. 

22. The importance of preventing disease was stressed and it was agreed that, by and large, primary 
prevention could be achieved through education. A school health curriculum to promote healthy lifestyles 
had been adopted in many countries, particularly at primary-school level. 

23. An important factor in reducing infant and maternal mortality and morbidity was the quality of health 
care. In many countries health care coverage was almost 100% but morbidity rates did not decline. The 
reason was that the quality of care was inadequate. Better training and supervision of health professionals 
was needed to address that situation. In particular, traditional school and university education, which 

1 Document JCHPSS/94/2.2. 
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focused on clinical aspects of medical training, should be adapted to reflect the needs of practical medicine 
in the community. Medical professionals should be trained to work at the primary health care level and 
to encourage prevention of disease. 

24. Many examples of progress in immunization and prevention of iodine and vitamin A deficiencies were 
reported. In Africa, governments were actively promoting iodization of salt to combat iodine deficiency 
disorders and prohibiting export and import of uniodized salt. In Mexico, immunization coverage has 
reached 95%, no poliomyelitis case has been detected since October 1990 and measles morbidity has 
decreased by 97%. The National Assembly of Viet Nam had also recently raised the health and population 
budget for the next fiscal year from 80 million to 200 000 million dongs, and the budget for the national 
Programme of Action, especially targeted to meet mid-decade goals, from 2000 million to 30 000 million 
dongs - a 1500% increase. 

25. Significant resources were being made available for the purpose by the World Bank, USAID and 
companies in the private sector. 

26. The Executive Director of UNICEF drew attention to the unique opportunity presented by the World 
Summit for Social Development in March 1995，to be attended by many heads of State, where WHO and 
UNICEF could influence events. 

27. Recommendations. The Committee re-emphasized the importance of the mid-decade goals both as 
a management tool and for the purposes of social mobilization. It recommended that: 

-d iseases close to eradication, those which could be solved with effective preventive and control 
technology and those expected to worsen because of changing demographic, social, economic and 

-specia l attention should be paid to countries in greatest need (including the least developed 
countries, those with poorly developed health infrastructure, those in armed conflict or undergoing 
significant political crisis, and those new independent States with specific difficulties) and to those 
goals which, without accelerated support and resources, would be difficult to achieve. The 
necessary focus on priority problems must be achieved while avoiding separation of services for 
health care delivery; 

一 WHO and UNICEF should further strengthen the capacities of countries to achieve the end-of-
decade (year 2000) goals of the World Summit for Children, concurrently with efforts to achieve 
the mid-decade goals, and intensify action in those areas for which goals did not yet exist, but 
which had a substantial impact on the achievement of the goals of the World Summit, such as those 
to prevent and control malaria; 

- in carrying out those actions, they should focus on a holistic approach to achieve synergy between 
sectors for the alleviation of poverty and the achievement of good quality in care in the community. 

Review of progress 

(i) Expanded Programme on Immunization 

28. In the introduction to the background paper,1 reference was made to the excellent collaboration 
between UNICEF and WHO in support of national immunization programmes, which had also facilitated 
collaboration with the many other organizations in such programmes. It was epitomized by the Task Force 
for Child Survival and Development, which would meet shortly in New Delhi to review progress in achieving 
the mid-decade goals and examine the implications of the World Bank's World development report 1993: 
investing in health for the use of integrated packages of health services as a means of accelerating progress 
towards achieving those goals. Global coverage rates for some of the diseases covered by the Programme 

1 Document JCHPSS/94/2.6. 
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were static, principally as a result of substantial decreases in coverage in several African countries. A 
number of countries were expressing concern over supplies of vaccines for the Programme, which were 
insufficient to meet the demands of the disease control initiatives. Additional resources for tetanus toxoid 
were required for coverage of high-risk populations for neonatal tetanus; also, better identification of the 
populations in which all women of child-bearing age should be offered immunization against tetanus. More 
efforts were also required to increase the proportion of deliveries by trained and supervised birth 
attendants; that would require efforts over a longer term while immunization was provided against tetanus 
in the short term. There was a reasonable likelihood that the goal of 95% reduction in measles deaths 
would be met, although intensification of case management - especially the provision of vitamin A to 
children with measles in areas where case fatality rates were high - would be required. Remarkable 
progress was being made against poliomyelitis. Resources for the purchase of poliovaccine remained 
inadequate, however, and efforts were needed to continue to improve surveillance and to sustain high levels 
of coverage. 

29. In Africa the sustained effort needed to ensure increasing immunization coverage up to 1990 had 
slackened somewhat, which may have resulted in the lesser coverage. There were, however, signs that 
political awareness and sustained political commitment to the goals of the Programme were returning in 
that region and that results would improve again. There appeared to be more general recognition of the 
synergy of systems and goals: each was needed to attain the other. Efforts in that direction in Africa were 
being pursued in the context of the Bamako Initiative. JCHP noted that the fears expressed in 1993 that 
vaccine prices might increase substantially had not materialized, thanks to UNICEF's work with 
manufacturers to stabilize prices. Collaboration with UNICEF to promote vaccine planning in countries 
had made good progress; a comprehensive plan had been drawn up to enable countries to forecast their 
vaccine needs and so reduce wastage, helping to make funding available to reach goals. The experience that 
gave WHO comparative advantages in quality control of vaccine production and UNICEF in vaccine 
procurement and supply was recognized. It was noted that there was perhaps a need to proceed from the 
concept of national immunization days once high coverage had been achieved - since such campaigns were 
very expensive to organize - and to consider how to reduce case rates more cheaply while broadening the 
approach to cover other aspects of the health status of children that could not be attended to in specific 
immunization campaigns. ТЪе Expanded Programme on Immunization should be broadened where possible 
in order to include other aspects of health care. 

30. Recommendations. The Committee urged that: 

-pr ior i ty be given to countries where decreases in immunization coverage occurred; 

-sys tems of vaccine production, quality control and purchase be strengthened, UNICEF and WHO 
intensifying their cooperation with governments to develop strategic plans to ensure adequate 
supplies of vaccines; 

-improvements in surveillance be continued, using the target diseases of the Programme as models 
for the improvement of broader surveillance systems. 

(ii) Neonatal tetanus 

31. Following consideration of the background paper,1 it was noted that the elimination of neonatal 
tetanus depended on the achievement of high coverage with tetanus toxoid vaccine and on ensuring clean 
delivery; some countries had found that very low case rates could be ensured by attention to hygiene in 
childbirth even without immunization. Concern was expressed that a rate below one case per thousand live 
births in every district of every country was not achievable by 1995 and that it was desirable to concentrate 
on a long-term sustainable effort; however, it was pointed out that since efforts to achieve the mid-decade 
goal would focus specifically on a number of limited high-risk communities not currently served by any 
health care system a relatively small input would achieve substantial results. Not only would the 
programmes help to achieve the 1995 target, they would also pave the way to providing the target 
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communities with other health care services. The Committee recognized that monitoring progress towards 
the mid-decade goal would be difficult and that sustained efforts would be required to develop appropriate 
methods. It also recognized that using the number of pregnant women immunized as an indicator to 
ascertain the proportion of children protected at birth could lead to underestimation, since mothers could 
well have been immunized prior to pregnancy. It was further recognized that in countries where many 
births took place in the home a considerable reduction in neonatal tetanus could be achieved by immunizing 
adolescent girls of child-bearing age and involving traditional midwives in the programme. 

32. Recommendations. The Committee recognized that the following action was required: 

-accelerated immunization efforts, more effective surveillance, increase in the proportion of 
deliveries attended by trained and supervised birth attendants; protection of at least 80% of 
newborn infants against neonatal tetanus; monthly reports from all districts, investigation of cases, 
and appropriate follow-up by the end of 1995; 

- u s e of five-dose tetanus toxoid vaccine in countries where neonatal tetanus poses a serious public 
health problem; decentralized (district-based) action to ensure that health centres provide good-
quality care and that birth attendants receive training, supervision and support (material); 

-provision of additional resources for tetanus toxoid. 

(iii) Measles deaths and cases 

33. Following consideration of the background paper,1 the Committee noted that supplementary 
immunization will be needed to control measles with existing vaccines. There is a need for vaccines that 
can be used to immunize young infants. The goal of 95% reduction in measles deaths by 1995 could be 
achieved with effective case management and high immunization coverage. However, this is difficult with 
the limitations of existing vaccines. 

34. Recommendations. The Committee agreed that accelerated action was required to: 

- increase and maintain 90% coverage with measles vaccine in children below one year of age; 

- r e d u c e mortality by using standard case management and appropriate treatment of complications; 

- improve vitamin A status of young children in vitamin A-deficient areas by combined strategies 
including promotion of breast-feeding, dietary diversification, fortification and supplementation, 
and treatment of all severe cases of measles with vitamin A; 

- suppor t vaccine "research and development" to permit immunization before the age of nine months. 

(iv) Poliomyelitis-free status 

35. Following consideration of the background paper,2 it was acknowledged that although high 
immunization coverage was the first priority in poliomyelitis eradication, vaccines should not be regarded 
as a panacea to rid the world of disease. Once a disease had been brought under control through 
immunization, integrated health services providing health care, early diagnosis, and laboratory services were 
needed to consolidate the gains made. In that context, the Committee noted with approval that the 
infrastructure for surveillance to follow up poliomyelitis eradication would be used as a platform to extend 
surveillance to other diseases and other indicators of health status. Attention was drawn to the fact that 
in some regions, such as the Eastern Mediterranean, coverage of neighbouring countries could vary widely, 
so that further efforts were needed to ensure adequate vaccine supplies to those with low coverage. 

1 Document JCHPSS/94/2.3. 
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36. Recommendations. The Committee agreed that there was a crucial need to: 

-mobil ize resources for sufficient vaccine supply; 

_ improve surveillance; 

- i n areas targeted for poliomyelitis elimination by 1995，raise immunization coverage to 90% and 
sustain it with appropriate doses of oral poliovaccine in children below one year of age; paying 
special attention to countries or areas suffering from conflict or social unrest and where health 
systems are least developed, in order to achieve eradication by the year 2000. 

(V) Oral rehydration therapy/diarrhoea case management 

37. The Committee noted from the background document1 that continued attention to oral rehydration 
therapy should be accompanied by appropriate "continued feeding". Further efforts were required to 
promote increased commitment to diarrhoeal disease control. Since the background document had been 
prepared, information had been received from a further six countries where the median rate of use of 
increased fluids and "continued feeding" was 35%. These results brought the global median to almost 25%. 
Significant progress was being made and further results could be expected, although it must be recognized 
that intensified efforts were still required to achieve the goal. 

38. JCHP noted that more support was required from donor agencies and other organizations to ensure 
that the programme received hi¿h priority for action; USAID，s very considerable contribution was noted 
and the hope expressed that it would be continued. Generally, accelerated and intensified efforts were 
required at national, regional and global levels to meet the challenge and ensure significant progress 
towards the mid-decade goal. It was noted that appropriate national operational strategies had been 
defined, taking into account specific situations within countries. 

39. A need to consider increased involvement of the private sector was indicated in relation to both 
production and use of oral rehydration salts. 

40. The role of the mass media in informing the general public about oral rehydration therapy was 
recognized. The Committee reaffirmed the importance of mobilizing the family and the community. Each 
family should be able to take first measures of control, use of oral rehydration salts should be universal at 
health-centre level, and - where essential drugs and, in particular, antibiotics were available - full case 
management should be implemented. 

41. Special attention was drawn to the need to measure progress using rigorous assessment methods, in 
particular the methods available for household and healt¿-facüity survey, or sound adaptations of those 
methods. 

42. The Committee reiterated the importance of effective training through carefully planned and 
implemented training programmes, in order to provide effective treatment of acute and persistent diarrhoea 
and dysentery. 

43. Recommendations 

(1) The Committee, recognizing that achievement of the mid-decade goal depends on it, urges a 
very significant increase in commitment of governments and supporting institutions, including 
international and bilateral agencies, to create a revitalized global movement involving not only the 
health sector but also other sectors and the public in general. 
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(2) JCHP recommends that such commitment should be directed to improving the skills of health 
workers, ensuring that health services function at a level that can assure quality of care, and achieving 
effective communication with families about the dangers of diarrhoea and how to respond to it. 

(3) JCHP urges WHO and UNICEF to play a forceful and collaborative role to promote and 
support such increased commitment. 

(vi) "Baby-friendly" hospitals 

44. The Committee noted from the background paper1 that all but two developing countries, one of which 
had had special difficulties, had taken action to end distribution of free and low-cost supplies of breast-milk 
substitutes and that of the 4000 hospitals targeted for achieving baby-friendly status by the end of 1995， 
nearly 700 had already achieved that designation. 

45. It was pointed out that, considering the aspirational and political dimensions of the Baby-friendly 
Hospital Initiative, it was doubtful that all countries would be able fully to meet the mid-decade target. 
Many health managers, hospital administrators and health care providers had so far failed to appreciate 
fully the implications and technical dimensions of the criteria for designation and, consequently, in some 
countries the designation had been made by national authorities even though institutions might have failed 
to satisfy all the criteria. The Initiative was therefore focusing on a more limited number of key institutions 
in the world which could be expected to have a major effect in countries as they were in the best position 
to act as a model for national maternity services. In addition, a category for those "committed" to achieving 
"baby-friendly" status had been created, with the understanding that the institutions concerned would work 
towards full designation. The Initiative's conceptual basis of quality of care could provide an important 
stimulus for the health infrastructure as a whole. It was therefore essential that the norms for the Initiative 
be maintained and expanded. 

46. While there had been extensive progress at policy level towards ending free and low-cost supplies of 
breast-milk substitutes to maternity wards in hospitals, action had been somewhat confused by an apparent 
misinterpretation of WHO policy and the meaning of resolution WHA39.28, paragraph 2(6), which urged 
that small amounts of breast-milk substitutes needed for the minority of infants who require them in 
maternity wards and hospitals should be made available through normal procurement channels. The WHO 
Executive Board, at its ninety-third session in January 1994，had examined progress on the issue of supplies 
and concluded that free or subsidized supplies of breast-milk substitutes should not be provided to any part 
of the health care system, at the same time urging that extreme caution should be exercised with respect 
to emergency relief operations by protecting, promoting and supporting breast-feeding. The WHO 
Executive Board had submitted a resolution to the Forty-seventh World Health Assembly on those and 
other points having a bearing on the ending of supplies to maternity wards and hospitals and on the Baby-
friendly Hospital Initiative. UNICEF fully endorsed the text of that resolution. 

47. The need for extreme vigilance was emphasized in order to ensure that support was given to 
government action to end free and low-cost supplies of breast-milk substitutes at all levels in health systems. 
UNICEF indicated that national legislation should be the principal measure, with common agreement 
between the parties as a complement to the legislation. 

48. The political will to ensure that the Initiative was implemented, the need for sound technical support 
and guidance, the requirement for additional resources to ensure sustainability of goals and to develop 
material for training and advocacy, mobilization at the hospital level, as well as the involvement of 
governments, institutions and the population in general, were all emphasized. 

49. The Committee noted the importance of practical measures for increasing awareness among health 
personnel of the importance of informing women already during pregnancy about breast-feeding, 
encouraging them to breast-feed, and facilitating breast-feeding in maternity hospitals; the need to inform 
other members of the family of the benefits of breast-feeding; the desirability of encouraging working 
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mothers to continue breast-feeding beyond the first months and of forming support groups for mothers; 
and the importance of promoting training and the development of training material. WHO and UNICEF 
had jointly produced such material in "Breast-feeding counselling: a training course",1 for health workers 
who care for mothers and babies. Close cooperation was advocated with ILO in negotiating with trade 
unions to encourage employers to provide facilities in workplaces for working mothers who breast-feed. 

50. Recommendations 

(1) In order that countries might achieve the goals of the Baby-friendly Hospital Initiative, WHO 
and UNICEF should take steps to accelerate support in order to extend the Initiative. 

(2) Steps should also be taken to ensure that all health workers receive training based on 
UNICEF/WHO guidelines and that appropriate training material is made available. 

(3) With respect to the marketing of breast-milk substitutes, the establishment of, and compliance 
with, national regulations, administrative circulars, and other official government action should be 
promoted; agreements with manufacturers and distributors of breast-milk substitutes serving as a 
complementary measure, particularly when other interested parties are involved in obtaining such 
agreements (effective monitoring and enforcement is essential in any related action). 

(4) The importance of government commitment and the establishment of mechanisms for the 
designation and reassessment of baby-friendly institutions should be reaffirmed. 

(5) WHO and UNICEF should continue their support through advocacy, provision of programme 
guidelines, training material and global assessment criteria. 

(6) Further social measures should be promoted to facilitate breast-feeding in general and beyond 
the initial period. 

(vii) Guinea-worm transmission (dracunculiasis) 

51. In the introduction to the background paper2 it was observed that owing to political upheavals in 
certain countries where dracunculiasis is endemic, and to shortage of funds, the mid-decade goal to 
interrupt guinea-worm transmission in all affected villages by the end of 1995 would be difficult to reach. 
Although technically feasible, it depended on political wiU, social mobilization, logistic support and increased 
resources. 

52. Although dracunculiasis was sometimes given less attention than other tropical diseases, political 
support for control, slow at first, had now been secured in most countries. Considerable progress had been 
made in social mobilization in villages where it was endemic, especially with respect to the use of drinking-
water. It was important to maintain contact with local communities, which could provide sustained 
feedback. 

53. New structures were needed for logistic support, especially operational systems for accurate 
surveillance and monitoring at village level, which should also involve those responsible for water supply, 
health and education. Emphasis was placed on certification of eradication, for which WHO was responsible. 
Surveillance of eradication was, however, dependent on coordination among sectors, political stability in 
areas under surveillance, and adequate resources and staffing. Despite reallocation of certain funds to the 
dracunculiasis project, a substantial shortfall still remained. The representatives of organizations of the 
United Nations system and other donors should be urged to focus attention on national programmes. It 
was also important to convince ministries of health to sustain the level of financing until the elimination 

1 Documents WHO/CDR/93.3-93.6 and UNICEF/NUT/93.1-93.4. 
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of last foci. It was pointed out that UNICEF had made a major contribution to the programme and that 
partnership with WHO might be expanded in that area, as well as concerning additional staff. 

54. Recommendations. The Committee recommends that the dracunculiasis eradication programme 
should receive support to intensify the monitoring of the status of programme interventions within endemic 
villages so that it is completed by mid-1994 and that control measures are initiated no later than the end 
of 1994, to maintain political will，to change the behaviour of local populations with respect to the use of 
drinking-water, and to ensure that adequate financial and staffing resources are made available. 

(viii) Water supply and sanitation 

55. The Committee devoted considerable attention to the costs and financing of water supply and 
sanitation.1 If the current emphasis on high-cost, high-technology water engineering was maintained, it 
would be impossible to achieve the goals for water supply and sanitation coverage by the year 2000. At 
present, only some 20% (as little as 4% in some areas) of all financial resources for water and sanitation 
were used for low-cost schemes in rural and urban slum areas. By using innovative low-cost methods and 
reallocating some financial resources, a great deal more could be achieved. 

56. There was also general agreement that at the planning and implementation stages, all water supply 
and sanitation schemes should involve the local community which should be made responsible for 
maintaining the systems, where appropriate. Community schemes provided direct and tangible benefits, 
particularly to women, who were thus spared the task of fetching water from remote sources. The 
importance of involving women in the planning and management of water supply systems was noted. 
E^er ience in a number of countries, including Costa Rica and United Republic of Tanzania, showed that 
such an approach ensured that the water supplies would be properly used. It was necessary to ensure good 
quality of water supplies as well as proper access. Water safety was of paramount importance in preventing 
disease. 

57. The Committee urged greater efforts for advocacy of various aspects of water supply and sanitation. 
Since the end of the International Drinking Water Supply and Sanitation Decade in 1990，other 
international organizations had paid little attention to the issue. Only if international organizations 
presented a common policy would they be able significantly to influence the policies of governments, many 
of which tended to focus on high-technology water supplies to well-off urban areas rather than to areas of 
greatest need. They must be persuaded to do otherwise. The potential benefits of high-level contacts and 
dialogue with heads of State on water supply and sanitation was noted. 

58. In relation to Agenda 21, among the main priorities should be provision of clean water and sanitation. 
Some water supplies were drying up owing to deforestation and desertification. Such problems should be 
addressed in an overall environmental context. However, if water supplies and sanitation were regarded 
too exclusively as an environmental issue, as was increasingly the case following the United Nations 
Conference on Environment and Development in Rio de Janeiro, the health implications (e.g., typhoid and 
cholera epidemics) might not receive the attention their human and economic aspects merited. 

59. Recommendations 

- W H O and UNICEF should strengthen their collaboration in the joint monitoring programme 
(JMP) through greater resource mobilization and, at country level, capacity building; 

- W H O and UNICEF should strengthen the basis of JMP for statistical purposes as well as advocacy; 

- W H O and UNICEF should strengthen collaboration in education in hygiene and sanitation, 
focusing more on collaboration at country level; 

1 The background paper on this item was document JCHPSS/94/2.11. 
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- W H O and UNICEF should jointly support the Interagency Steering Committee on Water Supply 
and Sanitation (now supervising the drinking-water supply and sanitation component under 
Agenda 21), highlighting the mid-decade goals and calling for collaboration of all agencies in 
national programmes of action; 

- WHO and UNICEF should support and strengthen the various regional initiatives of the 
Organization of African Unity (OAU), and those in South Asia, East Asia and the Pacific, Latin 
America and the Caribbean for greater collaboration and understanding between countries in the 
respective regions for the achievement of the mid- and end-decade goals, and to promote regional 
consensus on the goal; 

- W H O and UNICEF should report regularly to JCHP concerning their various initiatives and their 
complementary activities in the sector; 

- W H O and UNICEF should support increased investment in the water supply and sanitation sector, 
particularly for low-cost interventions using appropriate technology in order to create a momentum 
to attain the end-of-decade goals; 

_ WHO and UNICEF should promote the operation and maintenance of low-cost sources of water 
in such a way as to ensure environmental protection through effective community participation. 

(ix) Iodine deficiency disorders 

60. In the introduction to the background paper,1 it was reported that iodine deficiency disorders were 
a significant public health problem in 118 countries, where some 1571 million people lived in iodine-
deficient environments, 655 million people had goitre and millions suffered mental retardation. However, 
the technology for prevention of such disorders was feasible, cheap and readily acceptable although it was 
recognized that it took some years to establish permanent, well-managed, well-monitored national iodized 
salt systems. The mid-decade goal related to iodine deficiency disorders was therefore realizable. Its 
achievement would give an accurate measurement of the degree of government commitment to and 
conscious political choice for health and development. 

61. Some doubt was expressed that, although the goal was readily achievable, it might not be as easy to 
sustain. It was suggested that national plans of action on nutrition that followed up the International 
Conference on Nutrition (and building upon national plans of action that followed up the World Summit 
for Children) should include iodine deficiency disorders. Monitoring to ensure that governmental directives 
were being implemented would be an important aspect, since iodine concentrations in salt were very low 
in some countries. 

62. Recommendations. The Committee considered that: 

_ action could and should be taken quickly to iodize salt in all countries where iodine deficiency 
disorders were a problem. The technology was feasible, relatively simple and cheap. Some 
countries might require assistance in purchasing equipment; 

- a n annual update of the iodine deficiency disorders information component of WHO's 
micronutrient deficiency information system should be envisaged - the cooperation of national 
programme managers, UNICEF and WHO Representatives was essential; 

-governments should be encouraged to issue appropriate directives regarding iodization and 
distribution of both locally produced and imported salts; 

- a good monitoring system was essential as inadequate vigilance could cause a good control 
programme to collapse; 

1 Document JCHPSS/94/2.2. 
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-universal salt iodization would go a long way towards resolving all problems related to iodine 
deficiency disorders by the year 2000. 

(x) Vitamin A deficiency 

63. In the introduction of the background paper1 it was reported that annually some 250 000 to 500 000 
preschool children went blind from vitamin A deficiency throughout the world, and that 80 million to 
90 million children in up to 75 countries could be affected by clinical or subclinical forms of vitamin A 
deficiency. Intervention strategies to ensure virtual elimination of vitamin A deficiency and its 
consequences should focus on ensuring adequate vitamin intake, using first breast-feeding and appropriate 
complementary feeding and continuing through dietary diversification, fortification and supplementation 
according to local circumstances. 

64. As with iodine deficiency disorders, concern was expressed about the sustainability of achievements 
once targets had been met, and the need to enhance nutrition education and promote the use of 
appropriate locally available foods to overcome deficiencies rather than to rely primarily on additives and 
supplements. 

65. Recommendations. The Committee agreed that: 

-strategies should be established and implemented for improving vitamin A intakes for children by 
1995 and by 2000，using breast-feeding and combinations of dietary diversification, fortification and 
supplementation based on local circumstances; 

- w h e r e clinical vitamin A deficiency is a public health problem, vitamin A supplementation for 
children under six years of age - with appropriate doses tailored to available contact opportunities -
should be urged as a time-bound, short-term measure until dietary intakes were adequate; 

- a c t i on should be enhanced by parallel strategies to control infectious diseases and parasitism. It 
was crucial to increase the economic status of the poor, in particular focusing on the literacy of 
women as reflected in the other goals of the Summit, and their ability to provide and use the food 
needed to overcome dietary deficiencies. 

(xi) Reduction of protein-energy malnutrition 

66. In the introduction of the background paper,2 it was noted that the World Declaration and Plan of 
Action for Nutrition had been adopted in December 1992 by the International Conference on Nutrition. 
The Declaration reiterated the world community's commitment to the nutritional goals of the Fourth 
United Nations Development Decade and the World Summit for Children. The Plan of Action highlighted 
nine action-oriented themes directly relevant to meeting the needs of infants and young children which were 
expected to serve as guidance in the formulation of national plans of action. With additional resources and 
political support, the mid-decade goal to reduce malnutrition by 20% could be achieved by many countries. 
It was clear that UNICEF and WHO played a most important catalytic role in supporting Member States, 
in mobilizing resources, and in developing more effective ways to improve use of resources for 
implementation of strategies to reduce malnutrition. Attention was drawn to the relationship between 
malnutrition and disease. The potentiating effect of malnutrition on diseases had been documented. There 
was a need to persuade countries to make the political choice to adopt policies that would help to solve the 
nutrition problem. 

67. In the discussion the point was made that it would be useful, in countries where change of government 
often meant abandonment of previously successful health policies to encourage the drawing-up of clearly 
defined health programmes that would withstand the negative effect of changes of government and ensure 

1 Document JCHPSS/94/2.8. 
2 Document JCHPSS/94/2.10. 
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that policies were sustainable and were pursued consistently and coherently. WHO and UNICEF should 
assist governments in the preparation of national nutrition plans of action based on the recommendations 
of the International Conference on Nutrition and existing national plans of action related to the World 
Summit for Children. National nutrition policies should be comprehensive enough to include specific areas 
such as iodine deficiency disorders. 

68. Recommendations. The Committee agreed that: 

- W H O and UNICEF should support the preparation and implementation of national plans of action 
on nutrition, and play a catalytic role in mobilizing and proposing optimal use of resources in 
support of these plans; 

- reduct ion of malnutrition was central to overall reduction of child mortality and morbidity, and that 
accelerated efforts were warranted. 

(xii) Knowledge of HIV/AIDS-related preventive practices 

69. In the introduction to the background paper (document JCHPSS/94/2.12)1 it was stressed that WHO 
and UNICEF were well placed to combine their efforts to assist in supporting appropriate health and sex 
education so as to attain and maintain high levels of knowledge of preventive practices. WHO and 
UNICEF had worked together to develop an indicator of the knowledge of adults and young people as to 
methods for protecting themselves from HIV infection. It was proposed to measure that indicator at mid-
decade with a view to achieving the goal of 90% of young people's knowing about preventive practices by 
the year 2000. The two secretariats would work further on goals, particularly with regard to prevention 
among women, within the context of WHO，s goal to achieve such knowledge among 90% of 15-to-49-year 
olds. The use of incidence indicators was not satisfactory, as it was impossible to establish when infection 
had occurred. Nor were HIV prevalence indicators of great use, since it was not possible to know whether 
an apparent decrease in prevalence was the result of deaths or fewer cases of infection, or a combination 
of both. Indirect indicators such as knowledge, condom use, number of sexual partners and care for sexually 
transmitted diseases were therefore more reliable. 

70. The crucial need to increase knowledge among young people was recognized. Adolescent 
reproductive health and sexuality were a controversial and sensitive issue requiring broader dialogue with 
those concerned, including youth organizations and religious institutions. It was also pointed out that, in 
view of the numbers of young people affected, age-specific information and "life-skills education" should also 
be provided for the 5-to-15-year age group through schools, community organizations, family planning units, 
etc. 

71. As HIV/AIDS had many effects undermining the family framework and affecting the health and 
wellbeing of children, it was important to adopt a strategic approach involving not only ministries of health 
but also ministries of social affairs and education. It was generally agreed that there was a crucial need to 
increase knowledge, particularly among young people, about HIV/AIDS. 

72. Recommendations. As WHO，s and UNICEF's expertise in their respective fields gives them a 
comparative advantage in advising national AIDS programmes, governments and ministries to provide or 
support appropriate health and sex education for all parts of society, including children in and out of school, 
in order to impart high levels of knowledge of preventive practices, the following activities were 
recommended. 

,73. WHO and UNICEF should achieve and maintain high levels of knowledge: 

- b y providing technical assistance to countries for the development, implementation and evaluation 
of mass communication and education programmes; 

1 Reissued subsequent to the meeting as document JCHPSS/94/2.12 Rev.l to reflect changes agreed upon by 
WHO and UNICEF secretariats. 
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“ b y ensuring that at least half of the mass communication and education activities are for young 
people and children of all ages; 

- b y promoting cooperation with youth organizations in strengthening peer education, and providing 
technical assistance to ministries of education for the incorporation of health and sex education 
in school curricula; 

- b y collaborating with other agencies in order to introduce health education in the woriqjlace. 

IV. WORLD SUMMIT FOR CHILDREN - HEALTH INDICATORS AND THE MONITORING PROCESS 

74. During the introduction of the background paper,1 attention was drawn to the Joint WHO/UNICEF 
Statement on Global Monitoring of the Health Goals of the World Summit for Children, annexed to the 
document, and to progress and achievements. UNICEF was advising country offices to make reporting on 
"health for all" part of the review of country programme activities. Other matters reported included 
agreement by both organizations on indicators for monitoring health goals of the World Summit for 
Children (also annexed to the document), the preparation of guidelines to the World Summit indicators, 
and the proposal at the Inter-Secretariat Meeting held in October 1993 to establish a WHO/UNICEF 
working group on procedures for reporting progress towards mid-decade goals. 

75. The two organizations were continuing close collaboration in discussions on the mid-decade goals and 
indicator guidelines, bearing in mind the desirability of reducing the number of indicators and the need to 
ensure that mid-decade indicators were applicable at country level. It was appreciated that the purpose of 
indicators was not merely to ensure data collection and measurement of progress at international level but 
also to strengthen national capacity to work towards the targets. 

76. The importance of establishing health indicators and implementing a monitoring process was 
emphasized, so that progress could be measured and areas determined where further refinement of 
indicators was necessary, While developing awareness and ensuring mobilization of efforts from government 
through to community level. As an illustration of the advantages to be obtained through a system of 
indicators, attention was drawn to the success of the Expanded Programme on Immunization. 

77. Emphasis was placed on the existing successful collaboration between the two organizations and on 
the challenge of extending their partnership in the further elaboration of indicators in order to ensure 
efficient and sustained monitoring. 

78. In the ensuing discussion, considerable appreciation was expressed of the high level of collaboration 
between UNICEF and WHO in pursuing the World Summit goals and in developing a common approach 
to achieving them. Many references were made to the need to ensure that indicators were easy to use at 
country level and appropriate to local needs so that local health managers would be encouraged to use them 
in routine reporting. It was stressed that when progress towards goals was measurable and visible at local 
level it provided an inestimable incentive towards further progress. However, it was not realistic to expect 
all countries to use all indicators, since not all were appropriate to every local situation; it might be wiser 
for individual countries to concentrate on a limited set of indicators appropriate to their needs. In addition 
to capacity building and training in the use of indicators, there was therefore a need for field-testing of 
indicators to ensure selection of the most appropriate for individual country use. It was emphasized that 
the system of indicators of the Expanded Programme on Immunization, which was greatly admired, had 
been built up as a result of considerable effort exerted from the field level upwards. The great need in the 
world today was for human indicators that responded to aspirations for human development. Such 
indicators, through the useful feedback they provided to managers, politicians, the community and the 
individual, would assist in social mobilization towards achieving feasible goals. Asked whether the indicator 
of level of obstetric care based on number of facilities was appropriate, it was replied that it would probably 
be replaced by indicators of quality of care and accessibility to obstetric facilities. In response to a further 

1 Document JCHPSS/94/2.6. 
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question on the need for an indicator of the psychological health and development of children with respect 
to child abuse, the Committee was informed that a protocol on the subject was already in existence but that 
no funds had yet been forthcoming to finalize it. It was observed that the indicators must be 
understandable and feasible in all country settings. 

79. Recommendations 

- W H O and UNICEF should continue to develop comprehensive health indicators in order to 
achieve a sustainable health information system, priority being given to early completion of those 
related to the mid-decade goals (consideration should be given to countries initially applying a 
limited set of indicators appropriate to their needs in the interests of encouraging a flow of 
sustainable health information to assist national policy-making, encourage the performance of 
national mid-decade reviews, and promote social mobilization at all levels throughout the country); 

- W H O and UNICEF should continue to improve certain indicators and measurement methods, for 
example, child mortality by cause; 

- U N I C E F should bring to the attention of all its regional and country offices the opportunities 
offered by national reporting on health for all to strengthen overall capacity to monitor progress 
at mid-decade towards the World Summit goals for children and women at country level; 

- a WHO/UNICEF working group should be formed to report at mid-decade on global progress on 
the health goals in the World Summit Plan of Action, and to ensure that the technical programme 
staff of the two organizations confirmed the Summit indicators related to the mid-decade goals and 
to be used for global reporting; it would also strive to see that the indicator guidelines for 
reporting on the mid-decade goals were completed; 

- a n informal review meeting should be convened in 1995 immediately preceding the Inter-
Secretariat Meeting to review progress on indicators and revise, if necessary, the Summit indicator 
table to include progress on those indicators now listed under development. 

V. PLACE AND DATE OF THE THIRTIETH SESSION 

80. It was agreed that the thirtieth session of the UNICEF/WHO Joint Committee on Health Policy 
should take place in Geneva immediately after the ninety-fifth session of the WHO Executive Board in 
January 1995. 

VI. CONCLUDING REMARKS 

81. Mr James Grant, Executive Director of UNICEF, said that periods of crisis often produced 
innovations; in the present critical phase of world history many governments faced cutbacks in the health 
sector yet were looking for new ways of moving forward. The review of the mid-decade goals had been 
positive, gave both organizations confidence in facing the goals for the year 2000，and would have particular 
relevance in the context of the forthcoming World Summit for Social Development. The Joint Committee 
had made an important contribution towards solving problems which involved not only the health sector 
but many other related sectors. Emphasizing the role played by the Committee, Mr Grant felt that it would 
be worthwhile exploring the possibility of holding its sessions from time to time at the UNICEF 

,headquarters in New York. 

82. Dr Hu Ching-Li, Assistant Director-General, speaking on behalf of the Director-General of WHO, 
thanked the Chairman for her efficient conduct of the meetings. He stressed the importance of the meeting 
assessing progress towards the mid-decade goals. He also welcomed the idea of possible Joint Committee 
sessions in New York. Mutual support was becoming increasingly important worldwide, especially in the 
context of forthcoming major world conferences such as the World Conference on Population and 



28 EXECUTIVE BOARD, NINETY-FOURTH SESSION 

Development in 1994, the Fourth World Conference on Women in 1995，and the World Summit for Social 
Development in 1995. It was important that all concerned should work together so as to ensure mutually 
complementary goals for the year 2000 and after. 
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I. INTRODUCTION 

1. In considering a more rational approach to programme planning, budgeting, implementation and 
evaluation, the Executive Board Working Group on the WHO Response to Global Change reaffirmed the 
function of the Executive Board itself and of some of its subcommittees in promoting and reviewing WHO 
programmes, and proposed some specific tasks and approaches, such as the creation of subgroups for 
programme reviews. It also called for consideration of the need for and terms of reference of the 
Programme Committee of the Executive Board.2 

2. As concerns programme reviews, at its ninety-third session in January 1994 the Board, on a trial basis, 
divided itself into three subgroups which analysed in detail the planning, priority-setting, implementation 
of activities and future work in three major WHO programmes. The Board subsequently analysed the 
review process and, while proposing a number of modifications to the guidelines used for the reviews, 
agreed that this approach was a proper way to implement a number of recommendations of the Executive 

1 See decision EB94(3). 
2 See the report of the Working Group to the Board at its ninety-second session (document EB92/1993/REC/1, 

Part I，Annex 1, sections 4.2.2.2 and 4.2.2.3). 
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Board Working Group, and in particular those on policy determination, and would contribute to improving 
programme development and management.1 

3. At the same session the Board reviewed the issue of the continued existence of the Programme 
Committee with its present form and functions. Some Board members expressed concern that, with the 
creation of the Administration, Budget and Finance Committee (which resolution WHA46.35 had requested 
the Director-General to submit to the Board for its consideration), the emphasis would be placed on the 
administrative, budgetary and financial aspects of WHO programmes if there was not also a committee of 
the Board which concentrated on the substantive aspects, such as their policy orientation, selection of 
activities, achievement of targets of the general programme of work, or selection of optimal approaches. 
Simultaneously, a proposal had been made to create a specific committee for the follow-up of the 
implementation of the recommendations of the Working Group on the WHO Response to Global Change. 
In combining the two ideas, it was proposed that the Programme Committee of the Executive Board be 
changed into a programme development committee, emphasizing its programme orientation functions and 
entrusting it also with the follow-up of the recommendations of the Working Group (resolution EB93.R13). 
In view of these changes, resolution EB93.R13 calls for a review of the plans of work of the subgroups and 
committees of the Executive Board to ensure their complementarity in preparing the work of the Board. 

II. FUNCTIONS OF THE SUBGROUPS FOR PROGRAMME REVIEWS, THE PROGRAMME 
DEVELOPMENT COMMITTEE AND THE ADMINISTRATION, BUDGET AND FINANCE 
COMMITTEE 

4. The functions of the subgroups for programme reviews, the Programme Development Committee and 
the Administration, Budget and Finance Committee are described in document WHA47/1994/REC/1, 
Annex 2, part 1, and in resolution EB93.R13 respectively. They show continuity and a complementarity in 
their roles in programme reviews, in administrative and financial planning, and in their respective 
responsibilities for following up the recommendations of the Executive Board Working Group on the WHO 
Response to Global Change. An attempt to summarize their functions, showing the concern for continuity 
and complementarity, has been made in the following table. 

5. Furthermore, to strengthen the participation of governing bodies in the reform process, as foreseen 
in operative paragraph 2 of resolution EB93.R13, members of the Programme Development Committee 
will be invited to attend meetings of the development teams2 entrusted with planning the implementation 
of the "global change" recommendations. 

III. PLANS OF WORK, DOCUMENTATION AND TIMING 

6. In order to fulfil its functions, each year the Programme Development Committee will (a) review a 
progress report on the implementation of recommendations of the Executive Board Working Group on the 
WHO Response to Global Change; (b) consider more specifically methods for programme development 
and the translation of the general programmes of work together with their targets into rolling plans and 
biennial programme budgets; and (c) ensure that the conclusions of the subgroups for programme review 
are taken into account in programme management and that they contribute to improving the Organization's 
programme for the implementation of the General Programme of Work. In addition, in alternate years 
when the proposed programme budget is reviewed the Programme Development Committee should review 
the programme aspects, giving special attention to cross-programme issues, taking into account inter alia 
the results/conclusions of the subgroups for programme review as they become available. 

1 See document EB93/1994/REC/2, summary records of the ninth meeting, section 3, and twelfth meeting, 
section 3. 

2 These teams are multidisciplinary groups of WHO staff created to develop policy elements, concepts and 
management tools in order to implement rapidly and effectively the various recommendations of the Executive Board 
Working Group on the WHO Response to Global Change. They will cease to exist on completion of their mandate. 
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Follow implementation of recommendations 
on: programme development and 
management (10,11,18,22); 
methods of work of governing bodies (24); 
collaboration within the UN system (31,33); 
collaborating centres (41,42,43,44). 

Review and evaluate past and current 
activities; seek new, more effective, 
programme strategies/approaches; review 
the role of WHO in each programme area; 
analyse priorities for implementation of 
programme activities and define expected 
results; devise means of monitoring impact 
on health targets. 

Make recommendations to the EB on 
programme policy and priorities based on 
the review of programmes. 

Follow the process of reforms initiated and 
assist more generally in the process of 
programme development; 
ensure that 9 GPW and recommendations 
of EB subgroups are translated into rolling 
plans and programme budgets; 
ensure that regional committees use similar 
approaches; and maintain contacts with the 
Director-General on the above. 

Review the programme aspects of the 
programme budget in coordination with 
Administration, Budget and Finance 
Committee. 

Follow implementation of all 
recommendations and in particular: 
world health status and WHO activity report 
(1.46); 
HFA policy update (2,3.4); 
methods of work of governing bodies 
(6,24)： 

Member States' views on WHO performance 
(15)； 

programme development and management 
(19,20); 
role of the WR (25). 

FUNCTIONS OF EXECUTIVE BOARD 
SUBGROUPS AND COMMITTEES 

EB subgroups for 
programme reviews 

Programme Develop 
Commitee (PDC] 

ment Administration, Budget and Finance [ration, Budget and I 
Committee (ABFC) 

Review programmes in terms 
of administrative, budgetary and 
financial parameters. 

Advise and recommend action to EB on: 
administrative and financial aspects of the 
proposed programme budget and the 
Organization's accounts; resource 
mobilization policies for WHO programmes, 
including funds raised for special and 
cosponsored programmes; other 
administrative, budgetary and financial 
issues. 

Follow implementation of recommendations 
on: 
personnel policy (21,39. 40); 
delegation of authority (23); 
role of the WR (25,26,27.28.29,30); 
collaboration within the UN system 
(31,32,34) 
role of EB members (35); 
financial resources management 
(36,37,38). 
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7. The Administration, Budget and Finance Committee will also comment in odd-numbered years on 
the proposed programme budget. Depending on the length of the agenda, the meetings of each committee 
may take between two and three days. Consequently, it is proposed that a short informal meeting of each 
committee should be held during the Executive Board session in May to agree on the agenda for and length 
of the formal meeting. At that time there should be consultation between the two committees to ensure 
coordination of their work and to determine which documents should be considered by either or both. 

8. To ensure the complementarity of functions described in section II above, cross-programme matters 
having both programme and administrative and financial implications will have to be reviewed by both 
committees; the Director-General should ensure the preparation of documents to that effect. For certain 
items, in particular the proposed programme budget, the two committees could carry out their review on 
the basis of the same documentation. It may even be necessary for them to have a joint meeting to discuss 
their conclusions on major issues (see proposals for timing in paragraph 11 below). This should be the case 
in years when the Programme Development Committee reviews the proposed programme budget and 
submits its conclusions, and in particular the resource implications, to the Administration, Budget and 
Finance Committee. Efforts wiü be made to forward this documentation to participants well in advance 
of the meetings, as for the Programme Committee and for the Board, and the reports of both committees 
will be distributed to the Executive Board on the first day of its session. 

9. As agreed by the Executive Board, the subgroups for programme reviews will meet annually for three 
days during the January session of the Board to review programmes in depth, as outlined in paragraphs 2 
and 4 above. This should not extend the duration of the Board, since these programme reviews are 
expected to replace programme analyses and discussions previously undertaken by the Board in the course 
of the January sessions. In three days the three subgroups should be able to review a total of nine to ten 
programmes each year. 

10. It is proposed to hold the meetings of the Programme Development Committee close to the January 
sessions of the Board to facilitate participation of Board members and minimize the cost for WHO of these 
meetings. Resolution EB93.R13 provides that the Administration, Budget and Finance Committee will 
meet for two days in even-numbered years or three days in odd-numbered years in the week prior to the 
January session of the Board. 

11. Taking all these factors into consideration, three options can be proposed for the scheduling of 
meetings of the Programme Development Committee and the Administration, Budget and Finance 
Committee (see Figure 1 below). The first is the closest to the provisions of resolution EB93.R13; the 
second takes into account the possibility that the Board may consider there is the need for a joint half-day 
meeting to ensure the logical sequencing shown in section II; the third offers the possibility of holding the 
Programme Development Committee's meetings in December (a month before the session of the Executive 
Board) to give more time for the preparation of its report, which would be examined by the Administration, 
Budget and Finance Committee. However, as the proposed programme budget cannot be ready before 
1 December (even-numbered years), the Programme Development Committee would have only 
approximately one week to stu(ty it. In all cases it should be borne in mind that the workload for both 
committees in years when the proposed programme budget is reviewed will be heavier than in other years. 

IV. ACTION BY THE EXECUTIVE BOARD 

[This section invited the Board to approve the above plans and timing, which it did in decision EB94(3), 
adopting option 1 in Figure 1.] 
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PART II 

SUMMARY RECORDS 





LIST OF MEMBERS AND OTHER PARTICIPANTS 

1. MEMBERS, ALTERNATES AND ADVISERS 

Dr J. KUMATE, Secretary of Health, Mexico City (Chairman) 
Alternate 
Dr F. CHÁVEZ PEÓN, Director, International Affairs, Ministry 

of Health, Mexico City 
Advisers 
Mrs D. JIMÉNEZ, Counsellor, Permanent Mission, Geneva 
Miss S. GARCÍA CEJA, Third Secretary, Ministry of Foreign 

Affairs, Mexico City 

Mrs P. HERZOG, Deputy Director-General, International Relations, 
Ministry of Health, Jerusalem (Vice-Chairman) 

Dr К. A. AL-JABER, Director, Preventive Medicine, Ministry of Public 
Health, Doha (Vice-Chairman) 

Dr NGO VAN HOP, Director, Department of International Cooperation, 
Ministry of Health, Hanoi (Vice-Chairman) 

Dr В. L. SHRESTHA, Director, Division of Epidemiology and Disease 
Control, Ministry of Health, Kathmandu (Rapporteur) 

Dr V. DEVO, Technical Adviser, Ministry of Health and Population, Lomé 
(Rapporteur) 

Dr A. Y. AL-SAIF, Assistant Under-Secretary for Public Health Affairs, 
Kuwait (alternate to Dr A.-R, S. Ai Muhailan) 

Dr J. ANTELO PÉREZ, First Vice-Minister of Health, Havana 
Alternates 
Dr M. ÁVILA DÍAZ, Adviser to First Vice-Minister of Health, 

Havana 
Mrs A. M. LUETTGEN ROS, Directorate of Multilateral Affairs, 

Ministry of Foreign Affairs, Havana 
Advisers 
Dr J. ALVAREZ DUANY, Assistant Director of International 

Relations, Ministry of Public Health, Havana 
Professor C. ORDÓÑEZ, Ministry of Public Health, Havana 

Professor Münewer BERTAN, Director, Department of Public Health, 
Faculty of Medicine, Hacettepe University, Ankara 

Professor J. M. CALDEIRA DA SILVA, Director, National School of Public 
Health, Lisbon 

Designated by 

Mexico 

Israel 

Qatar 

Viet Nam 

Nepal 

Togo 

Kuwait 

Cuba 

Turkey 

Portugal 
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United States of 
America 

Designated by 

Dr К. С. CALMAN, Chief Medical Officer, Department of Health, London United Kingdom of 
Alternate Great Britain and 
Dr T. MEREDITH, Senior Medical Officer, International Relations Northern Ireland 

Unit, Department of Health, London 
Advisers 
Mr N. C. R. WILLIAMS, Ambassador, Permanent Representative, 

Geneva 
Mr T. M. J. SIMMONS, First Secretary, Permanent Mission, Geneva 
Miss S. BOARDMAN, Third Secretary, Permanent Mission, Geneva 

Dr J. J. CLINTON, Administrator, Agency for Health Care Policy and 
Research, U.S. Public Health Service, Department of Health and 
Human Services,Washington, D.C. 

Advisers 
Ms R. BELMONT, Associate Director for Multilateral Programs, 

Office of International Health, United States Public Health Service, 
Department of Health and Human Services, Washington, D.C. 

Dr К. BERNARD, Associate Director for Medical and Scientific Affairs, 
Office of International Health, United States Public Health Service, 
Department of Health and Human Services, Washington, D.C. 

Mr N. A. BOYER, Director, Health and Transportation Programs, 
Bureau of International Organization Affairs, Department of State, 
Washington, D.C. 

Mr H. P. THOMPSON, International Health Attaché, Permanent 
Mission, Geneva 

Dr Qhing Qhing DLAMINI, Deputy Director, Health Services, Ministry of Swaziland 
Health, Mbabane 

Professor J.-F. GIRARD, Director-General of Health, Ministry of Social, France 
Health and Urban Affairs, Paris 

Alternates 
Dr J.-G. MOREAU, Division of International Relations, Ministry of 

Social, Health and Urban Affairs, Paris 
Mr P. BONNEVILLE, First Counsellor, Permanent Mission, Geneva 

Dr W. HAJ-HUSSEIN, Director, International Relations, Ministry of Syrian Arab Republic 
Health, Damascus (alternate to Professor M. E. Chatty) 

Advisers 
Dr A. JAMIL, Director of Health, Deir El Zôr 
Miss S. CHEHABI, First Secretary, Permanent Mission, Geneva 

Dr HAN Tieru, Chief, Division of International Organizations, Department China 
of Foreign Affairs, Ministry of Public Health, Beijing (alternate to 
Professor Li Shichuo) 

Alternate 
Professor LU Rushan, Director, Information Research Institute, 

Chinese Academy of Medical Sciences, Beijing 
Advisers 
Mrs HU Sixian, First Secretary, Permanent Mission, Geneva 
Dr QI Qingdong, Programme Officer, Division of International 

Organizations, Department of Foreign Affairs, Ministry of Public 
Health, Beijing 
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Dr К. KALUMBA, Deputy Minister of Health, Lusaka 
Alternate 
Dr К. KAMANGA, Permanent Secretary, Ministry of Health 

Dr M. M. KANKIENZA, Director, National Institute of Biomedical 
Research, Kinshasa 

Dr J. LARIVIÈRE, Senior Medical Adviser, International Health Affairs, 
Department of National Health and Welfare, Ottawa 

Alternates 
Mr P. DUBOIS, Minister, Deputy Permanent Representative, Geneva 
Mr J. L. AUSMAN, Counsellor, Permanent Mission, Geneva 

Dr К. LEPPO, Director-General, Department of Social and Health Services, 
Ministry of Social Affairs and Health, Helsinki 

Alternate 
Professor J. HUTTUNEN, Director-General, National Public Health 

Institute, Helsinki 
Advisers 
Mrs L. OLLILA, Senior Counsellor for International Affairs, Ministry 

of Social Affairs and Health 
Mr J. SORMUNEN, Second Secretary, Permanent Mission, Geneva 

Dr J. G. S. MAKUMBI, Minister of Health, Entebbe 
Alternate 
Dr S. OKWARE, Commissioner for Medical Services, Ministry of 

Health, Entebbe 

Professor J. MBEDE, Minister of Public Health, Yaoundé 

Professor I. A. MTULIA, Chief Medical Officer, Ministry of Health, 
Dar-es-Salaam 

Dr E. NAKAMURA, Technical Adviser for International Cooperation, 
Ministry of Health and Welfare, Tokyo 

Alternates 
Dr J. SUZUKI, Deputy Director, International Affairs Division, 

Ministry of Health and Welfare, Tokyo 
Mr H. BETSUI, Deputy Director, International Affairs Division, 

Ministry of Health and Welfare, Tokyo 
Adviser 
Mr S. MATSUDA, First Secretary, Permanent Mission, Geneva 

Dr P. NYMADAWA, Minister of Health, Ulaanbaatar 
Alternate 
Mr D. BAYARSAIKHAN, Director-General, Health Economics and 

Cooperation Department, Ministry of Health 
Adviser 
Mr S. YUMJAV, Ambassador, Permament Representative, Geneva 

Mr J. RHENAN SEGURA, Ambassador, Deputy Permanent Representative, 
Geneva (alternate to Dr С. Castro Charpentier) 

Designated by 

Zambia 

Zaire 

Canada 

Finland 

Uganda 

Cameroon 

United Republic 
of Tanzania 

Japan 

Mongolia 

Costa Rica 

Dr V. SANGSINGKEO, Director-General, Department of Medical Services, 
Ministry of Public Health, Bangkok 

Thailand 
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Designated by 

Dr M. N. SAVEL'EV, Chief, International Relations Board, Russian Federation 
Ministry of Health and Medical Industry, Moscow (alternate to 
Professor E. A. Necaev) 

Advisers v v 
Mr V. V. LOSCININ, Deputy Permanent Representative, Geneva 
Dr L. I. MALYSEV, Counsellor, Permanent Mission, Geneva 

Professor N. M. SHAIKH, Director-General, Ministry of Health, Islamabad Pakistan 
Alternate 
Dr E. MOHAMMAD 
Adviser 
Professor M. KABIR 

Dr В. WINT, Chief Medical Officer, Ministry of Health, Kingston Jamaica 
(alternate to Mr D. Leakey) 

Dr A. ZAHI, Secretary-General, Ministry of Public Health, Rabat Morocco 
Alternate 
Professor N. FIKRI BENBRAHIM, Chief, Division of Cooperation with 

International Organizations, Ministry of Public Health, Rabat 

2. REPRESENTATIVES OF THE UNITED NATIONS AND 
RELATED ORGANIZATIONS 

United Nations 

Ms M. KOHONEN, Human Rights Officer, 
Centre for Human Rights 

United Nations Children's Fund 

Dr С. VOUMARD, Senior Health Adviser, 
UNICEF Geneva Office 

Dr Antonia NO VELLO, Representative of the 
Executive Director 

United Nations Relief and Works Agency for 
Palestine Refugees in the Near East 

Dr M. ABDELMOUMÈNE, Director of Health 

United Nations Development Programme 

Mr E. BONEV, Senior Adviser, European Office, 
Geneva 

World Food Programme 

Mr B. G. KÀSS, Chief, WFP Liaison Office, 
Geneva 

Office of the High Commissioner for Refugees 

Mr S. BERGLUND, Senior Inter-Organization 
Cooperation Officer 

Food and Agriculture Organization of the United 
Nations 

Mr A. PURCELL, Senior Liaison Officer, FAO 
Office, Geneva 

World Meteorological Organization 

Mr K. JIN, Senior External Relations Officer 

3. REPRESENTATIVES OF OTHER INTERGOVERNMENTAL ORGANIZATIONS 

International Organization for Migration International Civil Defence Organization 

Mr P. SCHATZER, Director, External Relations Mr S. ZNAIDI, Secretary-General 
Dr H. SIEM, Director, Medical Services 
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Commission of the European Communities 

Dr A. BERLIN, Adviser to the Health and Safety 
Directorate 

Commonwealth Secretariat 

Professor K. THAIRU, Head, Health Department 

4. REPRESENTATIVES OF NONGOVERNMENTAL ORGANIZATIONS 
IN OFFICIAL RELATIONS WITH WHO 

Association of the Institutes and Schools of 
Tropical Medicine in Europe 

Professor L. EYCKMANS 

Council for International Organizations of 
Medical Sciences 

Dr Z. BANKOWSKI 
Professor M. ABDUSSALAM 

International Academy of Legal Medicine and 
Social Medicine 

Professor L. ROCHE 

International Association for Adolescent Health 

Dr U. BUHLMANN 

International Association of Agricultural 
Medicine and Rural Health 

Professor M. EL BATAWI 

International Association of Cancer Registries 

Dr L. RAYMOND 

International Astronautical Federation 

Dr F. G. CASAL 

International Catholic Committee of Nurses and 
Medico-Social Assistants 

Mrs M. EGAN 

International Committee of the Red Cross 

Dr R. RUSSBACH 
Mr C. VON FLÜE 

International Confederation of Midwives 

Mrs R. BRAUEN 
Mrs D. VALLAT 

International Council of Nurses 

Dr Taka OGUISSO 
Mr G. TESFAMICAEL 

International Council of Societies of Pathology 

Professor C. C. BERDJIS 

International Council of Women 

Mrs P. HERZOG 

International Epidemiological Association 

Dr R.-F. BERNARD 

International Federation of Clinical Chemistry 

Dr A. DEOM 
Dr M. FATHI 

International Federation of Gynecology and 
Obstetrics 

Professor A. CAMPANA 

International Federation of Pharmaceutical 
Manufacturers Associations 

Dr R. B. ARNOLD 
Miss M. CONE 
Dr Odette MORIN 

International Federation for Preventive and 
Social Medicine 

Professor T. FÜLÓP 
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International Federation of Surgical Colleges 

Professor S. W. A. GUNN 

International Medical Informatics Association 

Dr V. GRIESSER 

International Pharmaceutical Federation 

Mr P. BLANC 
Mrs R. CASALO VALONE 
Mr P. CHATELANAT 
Mr A. W. DAVIDSON 
Mr J.-C. FILLIEZ 
Mr A. GALLOPIN 
Dr H. IBRAHIM 
Mr T. LEUDI 
Dr N.-O. STRANDQVIST 

International Society for Preventive Oncology 

Professor H. E. NIEBURGS 
Professor L. SANTI 
Dr Elisabetta VITIELLO 

International Union for Health Promotion and 
Education 

Dr M. RAJALA 
Professor L. BRIZIARELLI 
Miss M.-C. LAMARRE 

International Union of Nutritional Sciences 

Dr В. A. UNDERWOOD 

International Union of Toxicology 

Professor P. PREZIOSI 

International Union against the Venereal 
Diseases and the Treponematoses 

Dr G. M. ANTAL 

Inter-Parliamentary Union 

Mr S. TCHELNOKOV 

Joint Commission on International Aspects of 
Mental Retardation 

Dr M. MULCAHY 

Medical Women's International Association 

Dr Dorothy WARD 

Network of Community-Oriented Educational 
Institutions for Health Sciences 

Professor T. FÜLÓP 

Soroptimist International 

Mrs N. KLOPFENSTEIN 
Ms I. S. NORDBACK 

World Federation of Hemophilia 

Dr Lili FÜLÓP ASZÓDI 

World Federation for Medical Education 

Professor H. J. WALTON 

World Federation for Mental Health 

Dr S. FLACHE 

World Federation of Proprietary Medicine 
Manufacturers 

Dr J. A. REINSTEIN 

World Federation of United Nations Associations 

Dr Meropi VIOLAKI-PARASKEVA 
Dr R. MASIRONI 
Mr L. H. H. PERERA 
Dr J. W. STEINBART 
Mr M. WEYDERT 
Mr M. HAGMAJER 

World Organization of the Scout Movement 

Mr A. SAR 

World Veterans Federation 

Mr H. HOEGH 



COMMITTEES AND WORKING GROUPS1 

A. COMMITTEES2 AND WORKING GROUPS OF THE BOARD 

1. Programme Development Committee 

Mrs P. Herzog (Vice-Chairman of the Board), Professor M. E. Chatty, Dr J. Larivière, 
Professor I. A. Mtulia, Dr E. Nakamura, Professor E. A. Necaev, Dr P. Nymadawa 

2. Administration, Budget and Finance Committee 

Dr К. A. Al-Jaber (Vice-Chairman of the Board), Dr К. С. Calman, Dr J. J. Clinton, 
Professor Li Shichuo, Professor J. Mbede, Dr V. Sangsingkeo, Dr A. Zahi 

3. Standing Committee on Nongovernmental Organizations 

Dr V. Devo, Mrs P. Herzog, Dr J. Kumate, Dr P. Nymadawa, Professor N. M. Shaikh 

4. Committee to Consider Certain Financial Matters prior to the Forty-seventh World 
Health Assembly3 

Professor M. E. Chatty (Chairman of the Board), ex officio, Professor J. M. Caldeira da Silva, 
Professor B. A. Grillo, Professor J. Mbede 

Meeting of 2 May 1994: Professor M. E. Chatty (Chairman)，Professor J. M. Caldeira da Silva, 
Professor B. A. Grillo, Professor J. Mbede 

B. OTHER COMMITTEES4 

1. Darling Foundation Committee 

Chairman of the WHO Expert Committee on Malaria and Chairman and Vice-Chairmen of the 
Board, ex officio 

1 Showing their current membership and listing the names of those who attended meetings held since the previous 
,session of the Board. 

2 Committees established pursuant to the provisions of Rule 16 of the Rules of Procedure of the Executive Board. 
3 Resolution EB93.R13 disestablished this Committee with effect from 1995. Membership shown is that 

appointed by decision EB92(7). 
4 Committees established in accordance with the provisions of Article 38 of the Constitution. 
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2ñ Léon Bernard Foundation Committee 

Dr E. Nakamura, together with the Chairman and Vice-Chairmen of the Board, ex officio 

3. Jacques Parisot Foundation Committee 

Dr M. M. Kankienza, together with the Chairman and Vice-Chairmen of the Board, ex officio 

4. Dr A. T. Shousha Foundation Committee 

Dr J. Antelo Pérez, together with the Chairman and Vice-Chairmen of the Board, ex officio 

5. Child Health Foundation Committee 

The Chairman and Vice-Chairmen of the Board, ex officio, a representative of the International 
Pediatric Association and a representative of the International Children's Centre, Paris 

6. United Arab Emirates Health Foundation Committee 

Professor Mlinewer Bertan, together with the Chairman and Vice-Chairmen of the Board, ex 
officio, and a representative designated by the founder 

7. Sasakawa Health Prize Committee 

The Chairman and Vice-Chairmen of the Board, ex officio, and a representative designated by the 
founder 

8. UNICEF/WHO Joint Committee on Health Policy 

WHO members: Dr К. A. Al-Jaber, Dr Qhing Qhing Dlamini, Dr К. Leppo, Mr D. Leakey, 
Professor Li Shichuo, Dr P. Nymadawa; Alternates: Dr A.-R. S. Al Muhailan, 
Professor J. M. Caldeira da Silva, Dr С. Castro Charpentier, Dr К. Kalumba, Dr Ngo Van Hop, 
Dr B. L. Shrestha 



SUMMARY RECORDS 

FIRST MEETING 

Friday, 13 May 1994, at 9h00 

Chairman: Dr Meropi VIOLAKI-PARASKEVA 
later: Dr J. KUMATE 

1. OPENING OF THE SESSION: Item 1 of the Provisional Agenda (Decisions EB64(3) and 
EB93(21)) 

The CHAIRMAN declared the ninety-fourth session of the Executive Board open and welcomed 
participants. She explained that the outgoing Chairman, Professor Chatty, was unable to be present and 
that she, as Vice-Chairman, therefore had the privilege of presiding over the opening of the session. She 
read out a message from Professor Chatty explaining the reasons for his inability to attend and wishing the 
Board every success in its work. 

2. ADOPTION OF THE AGENDA: Item 2 of the Provisional Agenda (Document EB94/1) 

The agenda was adopted.1 

3. ELECTION OF CHAIRMAN, VICE-CHAIRMEN AND RAPPORTEURS: Item 3 of the 
Agenda 

The CHAIRMAN invited nominations for the office of Chairman. 

Dr SHRESTHA proposed Dr J. Kumate, the nomination being seconded by Dr DEVO and 
Dr NGO VAN HOP. 

Dr WINT proposed Dr J. Larivière. 

Dr CLINTON, supported by Dr SHRESTHA, suggested, since there were two candidates for the 
office of Chairman, that each of them should make a brief statement outlining how they saw their role in 
directing the work of the Board if they were elected. 

Dr KUMATE and Dr LARIVIÈRE made brief statements explaining how they viewed their approach 
to the forthcoming work of the Board. 

A vote was taken by secret ballot. 

Dr Al-Jaber and Dr Dlamini were appointed as tellers. 

1 See page vii. 
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The result was as follows: 

Members entitled to vote 31 
Members present and voting 30 
Votes in favour of Dr Kumate 20 
Votes in favour of Dr Larivière 10 
Abstentions 0 
Papers null and void 0 
Simple majority 16 

Having obtained the required majority, Dr J. Kumate was elected Chairman. He took the Chair. 

The CHAIRMAN thanked the Board for electing him and invited nominations for the three offices 
of Vice-Chairman. 

Dr AL-SAIF proposed Dr К. A. Al-Jaber. 

Dr CALMAN proposed Mrs P. Herzog. 

Dr HAN Tieru proposed Dr Ngo Van Hop. 

Dr К. A. Al-Jaber, Mrs P. Herzog and Dr Ngo Van Hop were elected Vice-Chairmen. 

The CHAIRMAN noted that, under Rule 15 of the Rules of Procedure, if the Chairman was unable 
to act between sessions, one of the Vice-Chairmen should act in his or her place, and that the order in 
which the Vice-Chairmen would be requested to serve should be determined by lot at the session at which 
the election took place. 

It was determined by lot that the Vice-Chairmen should serve in the following orden Mrs Herzog, 
Dr Ngo Van Hop, Dr Al-Jaber. 

The CHAIRMAN invited nominations for the offices of English-speaking and French-speaking 
Rapporteurs. 

Dr NYMADAWA proposed Dr В. L. Shrestha as English-speaking Rapporteur. 

Dr DLAMINI proposed Dr V. Devo as French-speaking Rapporteur. 

Dr В. L. Shrestha and Dr V. Devo were elected English-speaking and French-speaking Rapporteurs, 
respectively. 

4. REPORT OF THE REPRESENTATIVES OF THE EXECUTIVE BOARD AT THE FORTY-
SEVENTH WORLD HEALTH ASSEMBLY: Item 4 of the Agenda 

The CHAIRMAN reminded the Board that its representatives at the Forty-seventh World Health 
Assembly had been Professor Chatty, Professor Caldeira da Silva, Professor Grillo and Professor Mbede. 
He invited Professor Caldeira da Silva to deliver a report on their behalf. 

Professor CALDEIRA DA SILVA, representative of the Executive Board at the Forty-seventh World 
Health Assembly, informed the Board that the Assembly had been characterized by a consensus approach 
to technical and political issues. The tone had been set at the opening plenary meeting when the Assembly 
had unanimously adopted a resolution granting to South Africa, with immediate effect, all the rights and 
privileges associated with full membership in WHO. (It had been agreed to postpone consideration of the 
question of arrears of contributions of South Africa until the Forty-eighth World Health Assembly in 1995.) 
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Reaction to the draft Ninth General Programme of Work had been positive. Delegates had welcomed 
the fact that the details of WHO's work would be developed at the time of preparation of each programme 
budget, ensuring both relevance and flexibility in response. 

The Assembly had considered progress in the implementation of 10 resolutions. In the first case, 
delegates had stressed the importance of technical cooperation among developing countries as a tool for 
strengthening national capabilities and self-reliance and as a catalyst for sustained development. 

During consideration of health and development, delegates had discussed the health situation of the 
most vulnerable groups and the fact that development could lead to a deterioration in their health status, 
creating new situations of vulnerability. 

Delegates had expressed strong support for the International Code of Marketing of Breast-Milk 
Substitutes. After lively discussion, the resolution on infant and young child nutrition recommended by the 
Executive Board had been adopted by consensus. 

The Assembly had adopted two resolutions concerning maternal and child health and family planning 
for health, one on traditional practices harmful to the health of women and children and one on quality of 
care in maternal and child health and family planning. 

Consideration of WHO ethical criteria for medicinal drug promotion had resulted in the adoption 
of a resolution endorsing the report of the CIOMS/WHO meeting on the subject and requesting the 
Director-General to implement the recommendations applicable to WHO. 

The two resolutions relating to the revision and amendment of WHO's Good Manufacturing Practices 
for Pharmaceutical Products, and the role of the pharmacist in support of the WHO revised drug strategy 
recommended by the Executive Board had been adopted. Two further resolutions, related to the 
implementation of WHO's revised drug strategy, had been adopted by consensus. 

Delegates had been reassured that the target set by the Health Assembly in 1989 for the elimination 
of neonatal tetanus was achievable. Delegates from developing countries had expressed concern at the cost 
of measles vaccines and the implications that that had for sustainability of immunization programmes. 

The Assembly had noted that the total annual incidence of cases of dracunculiasis had fallen below 
two million, making the 1995 target of eradication a possibility. The success of multidrug therapy in the 
treatment of leprosy had been noted; since incidence had decreased, more attention should be focused on 
disability prevention and management. 

The Assembly had recognized that the re-emergence of tuberculosis was a global emergency and had 
noted with concern the high tuberculosis morbidity and mortality rates among young women, the increasing 
prevalence of multidrug-resistant strains and the rise in coinfections with tuberculosis and HIV. Speakers 
had emphasized the cost-effectiveness of short-course chemotherapy and the impact of rapid early diagnosis. 

A report of the Director-General on onchocerciasis control through ivermectin distribution had been 
considered and a resolution on the subject unanimously adopted. 

The Assembly had been informed of the Board's resolution on the joint and cosponsored United 
Nations programme on HIV/AIDS and had considered technical questions relating to implementation of 
the global AIDS strategy. 

After lengthy discussion on the recommendations of the Working Group on the WHO Response to 
Global Change and the associated subject of budgetary reform, resolutions concerning Health Assembly 
resolutions, the establishment of two subcommittees of the Board, the Programme Development Committee 
and the Administration, Budget and Finance Committee, and a resolution on budgetary reform had been 
adopted. However, a proposed resolution on the employment of Executive Board members had been 
rejected. The success of the WHO response to global change was of great concern to all. The guidance 
given by delegations during the debate would be of much value, enabling the recommendations to be 
implemented expeditiously. 

For the first time, the Assembly had adopted by consensus a resolution on the health conditions of 
the Arab populations in the occupied Arab territories, including Palestine. Many delegations had stated 
their wish to cosponsor the resolution and all comments had been positive and constructive. 

In the framework of collaboration within the United Nations system and with other intergovernmental 
organizations, the Assembly had adopted a resolution on the International Decade of the World's 
Indigenous People. In its discussion of health assistance to specific countries, the Assembly had adopted 
two resolutions. One dealt with the increasing number of countries stricken by natural and man-made 
disasters, and urged the Director-General to continue to give high priority to those countries, coordinating 
WHO efforts in emergency preparedness and humanitarian assistance with the relevant programmes of the 
United Nations system. The other drew attention to the critical and tragic situation prevailing in Rwanda 
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and to its short- and long-term health effects, and urged all parties concerned to cease killing innocent 
people. 

A range of items relating to financial matters had been reviewed and serious concern had been 
expressed with regard to the scope limitation of the External Auditor's report. The External Auditor had 
made it clear, however, that no criticism had been implied in his report and that the limitation had been 
the result of security problems and political instability prevailing in Brazzaville. He had undertaken to carry 
out an audit of the operations in the Regional Office for Africa as soon as circumstances permitted, and 
to report the results to the Health Assembly in 1995. The resolution on the subject expressed appreciation 
of the Director-Generars initiative in expediting an internal audit of that Regional Office. 

The Assembly had also considered the situation of certain Member States falling under the purview 
of Article 7 of the Constitution; a report on implementation of the recommendations of the External 
Auditor (financial period 1990-1991); the status of collection of assessed contributions and status of 
advances to the Working Capital Fund; a review of the Working Capital Fund; the scale of assessments 
of new members; and a report on the Real Estate Fund. 

The annual report of the United Nations Joint Staff Pension Board had been noted. Professor В .A. 
Roos from Switzerland had been appointed to the WHO Staff Pension Committee in his personal capacity, 
the member of the Board designated by the Government of Kuwait being appointed as alternate member. 

The speaker commended the technical excellence of the Secretariat and the high quality of the 
support services provided during the Assembly. The Organization was on the right track, although it would 
benefit from a greater spirit of cooperation and less bureaucracy. Health and health problems were serious 
subjects requiring a global rather than a national approach. WHO should avoid any move towards radical 
or fundamentalist attitudes. He was pleased to note, however, that a spirit of international solidarity still 
prevailed within the Organization. 

Dr CLINTON congratulated the Secretariat on its efforts to facilitate the consensus that had been 
achieved on a broad range of issues during the Assembly. He had particularly appreciated the help 
provided in reaching agreement on the resolution on health conditions of the Arab populations in the 
occupied Arab territories, including Palestine. He also welcomed the agreement reached on infant and 
young child nutrition. Most of the issues had been resolved in the main committees, thereby avoiding the 
risk of contentious debate in plenary. The informal technical briefings provided had proved useful and 
might be employed to save time spent in technical debate in the future. There were some points, however, 
which deserved attention and he hoped that both the Executive Board and the Organization would devote 
time to their study. 

Both delegates and WHO staff had expressed concerns about the adequacy of response to some of 
the questions raised. There was no doubt that diplomacy should be used in sensitive areas of discussion, 
but that did not remove the need for the complete explanation of complex issues which would allow 
delegates to assess goals and targets. 

Some of the documents required for study prior to the Assembly had not been available, including 
the summary records of the previous Executive Board meeting; and complex financial documentation had 
been received just before the meeting. Further, he had not received the verbatim records of the previous 
Health Assembly. Preparation of the large amount of documentation needed was indeed a daunting task, 
but a mechanism would have to be found to ensure that essential material was available in good time. 

He suggested that, to save time, discussion of some of the progress reports by the Director-General 
submitted to the Health Assembly might be consolidated, instead of allowing each to form a separate 
agenda item. Ceremonies were also time-consuming and, although some might be of relevance, the 
Organization, as a leader in world health, was expected to adopt efficient management of time and 
administrative procedure. The Secretariat might be able to advise speakers on such occasions on how they 
might shorten their presentations. A time-limit of five minutes for speakers might also help to save valuable 
time. Furthermore, at the closing ceremony of the Health Assembly, the reports from the committees could 
have been summarized as they presented material already reviewed in detail by the committees. 

Dr DLAMINI, referring to the Technical Discussions on community action for health, drew the 
attention of the Board to the request made by the General Chairman in her report to plenary, that the 
Executive Board should discuss the report of the Technical Discussions at its ninety-fifth session and that 
an appropriate resolution on that topic should be submitted to the Forty-eighth World Health Assembly. 
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Dr SAVEL'EV commended Professor Caldeira da Silva on his report and agreed that a spirit of 
international solidarity had prevailed at the Health Assembly - a spirit that had grown stronger in recent 
years. The effective contributions made by both the representatives of the Board and the Health Assembly 
Secretariat were also to be commended. The needs of the smaller delegations should be taken into account 
in the arrangements for future Health Assemblies. Concurrent meetings of the main committees, when 
both were discussing matters of importance, limited the ability of those delegations to participate fully in 
the debates. 

Dr LARIVIÈRE underlined the important role played by Board representatives at the Health 
Assembly. There was a tendency to view the work of the Board in isolation. However, the contribution 
of the Board to the work of the Health Assembly could not be overemphasized, as had been illustrated，on 
one hand，by the adoption of the resolution on infant and young child nutrition recommended by the Board 
and the achievement of a broad consensus on the HIV/AIDS programme, and, on the other, by the fact 
that some of the topics not discussed at the ninety-third session of the Board had emerged at the Health 
Assembly as controversial issues, such as the wording of the resolution on ethical criteria. 

The CHAIRMAN, noting that the Health Assembly and the current session of the Board were to be 
completed within two weeks, agreed with Dr Clinton's comment that efficient use of time allowed more 
attention to be devoted to items of importance. 

Dr DEVO, Rapporteur, read out the following draft resolution: 

The Executive Board, 
Having heard the report of its representatives on the work of the Forty-seventh World Health 

Assembly, 

THANKS the representatives for the work accomplished by them and for their report. 

The resolution was adopted.1 

5. REPORT ON MEETINGS OF EXPERT COMMITTEES AND STUDY GROUPS: Item 5 
of the Agenda (Document EB94/2) 

Dr PIEL (Secretary) said that reports of meetings of expert committees and study groups were 
submitted to the Executive Board for its comments and advice on possible health policy or programme 
implications. WHO had established a number of expert advisory panels on given topics, composed of 
experts who were on call to provide technical guidance to the Organization either by correspondence or at 
meetings to which they might be invited. When a major new development occurred within any programme 
area requiring an authoritative expert conclusion, the Director-General might call for an expert committee 
to advise him. In addition, if a more specific topic required further consideration, the Director-General 
was empowered to convene either a study group or a scientific group to examine the matter. The Director-
General informed the Board in advance of the intention to convene expert committees, study groups, or 
scientific groups. Expert committees were included in the proposed programme budget. Board members 
might refer to regulations 4.12, 4.13 and 4.23 of the Regulations for Expert Advisory Panels and 
Committees, contained in the WHO Basic Documents. 

The conclusions and recommendations of an expert committee or study group did not bind the 
Organization, but they might have public health significance and implications for WHO programmes which 
the Director-General and the Executive Board might wish to take into account. The text of such reports 
could not be modified without the consent of the committee or group concerned. The Director-General 
submitted the reports to the Executive Board for comments or advice but not for in-depth discussion of the 
substance for amendment of the report. 

Resolution EB94.R1. 
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WHO Expert Committee on Biological Standardization: Forty-third report (WHO Technical 
Report Series, No. 840, 1994) 

Dr SAVEL'EV said that, in view of recent advances in biotechnology, the work of the Expert 
Committee was more vital than ever. It was, however, regrettable that the report had taken almost two 
years to appear. The Secretariat and the Executive Board should consider ways of reducing the delay in 
preparation of such reports. 

Dr NYMADAWA agreed that reports should be published more quickly, particularly in areas of rapid 
scientific advance. Such reports should perhaps be singled out for faster publication. 

The WHO Expert Committee on Biological Standardization enjoyed an excellent reputation and he 
shared its concern at the reductions in the budgets of the international laboratories for biological standards, 
since the programme for distribution of international biological standards and reference reagents greatly 
helped developing countries in their efforts to achieve biological standardization. 

Professor MTULIA said that WHO biological standards were invaluable for developing countries and 
the reports of the Expert Committee were most useful. Medicines or laboratory reagents provided by 
multinational companies were often substandard, but products produced according to WHO standards, and 
especially the vaccines provided by the Organization, were always of the highest quality. He hoped that 
WHO would consider providing developing countries with other products of the same high quality. 

The Board might wish to recommend a resolution commending the Expert Committee's work for 
consideration by the Forty-eighth World Health Assembly. 

Assessment of fracture risk and its application to screening for postmenopausal 
osteoporosis: Report of a WHO Study Group (WHO Technical Report Series, No. 843, 1994) 

Dr HAN Tieru noted that since the average age of the population was increasing in many countries, 
the significance of diseases of aging, such as osteoporosis, would likewise increase. He hoped that WHO 
would strengthen its technical support to Member States to combat the effects of osteoporosis, particularly 
fractures in elderly women. 

Professor CALDEIRA DA SILVA said that osteoporosis was becoming an ever more serious problem 
for all countries in the world. He welcomed the Study Group's recommendations on research to investigate 
the financial costs of tackling the problem. 

Dr SAVEL'EV observed that the problems caused by osteoporosis would show a steady increase 
because of changes in demographic structure in both industrialized and developing countries. He 
particularly welcomed the information on prevention programmes contained in Chapter 6，Risks and 
benefits of intervention, which would be particularly useful for countries wishing to draw up their own 
prevention programmes. 

Implementation of the global malaria control strategy: Report of a WHO Study Group 
(WHO Technical Report Series, No. 839, 1993) 

Dr ANTELO PÉREZ said that he had only just received the reports of the expert committees and 
study groups and had not been able to read them thoroughly, but he had noticed that the report on the 
global malaria control strategy made no mention of the efforts to develop a vaccine against malaria in the 
Region of the Americas. If the trials under way were successful, the vaccine would make a very important 
contribution to control. He strongly objected to that oversight. 

The subjects covered in all the reports before the Board had been well chosen. He would take up 
the question of the selection process under agenda item 11 (Technical Discussions at the Forty-ninth World 
Health Assembly (1996))，since the Discussions should deal with problems which had a major health impact 
in Member States and which WHO could help them to overcome. 
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Dr WINT said that there was a risk that countries where malaria had been eradicated would become 
complacent and that their physicians would lose the ability to diagnose malaria. It had been shown that, 
if malaria did reoccur, it was very difficult to eradicate it a second time. Any future revision of the global 
malaria control strategy might include a reference to the importance of a permanent vigilance so that those 
countries could remain malaria free. 

Professor MTULIA drew attention to the first recommendation of the Study Group that malaria 
control should be fully integrated into the general health services. Although he agreed with that goal, he 
pointed out that countries where, for example, as many as 11% of deaths and 30% of hospital attendances 
were due to the disease, a well-planned and specific campaign was required to bring endemicity down to 
acceptable levels, after which control activities could be integrated into the general health services. 

Malaria control was a complex subject, covering the vector, the parasite and the disease itself. 
Endemic countries needed to improve their laboratory facilities, obtain the necessary slides and reagents 
and conduct medical research and field work. It was also a problem of logistics: countries knew what to 
do, but needed help in doing it. He was grateful that the United Republic of Tanzania, which had an 
extremely high prevalence of malaria, had been chosen as a site for WHO trials of the new malaria vaccine. 

Professor MBEDE, although he commended the report as a whole, stressed the importance of local 
capacity-building for research, management planning, diagnosis and case management. The geographical 
and socioeconomic situation and the pattern of resistance to antimalarial drugs were often very different 
from one affected country to another, and national programmes would only be effective if they were 
adapted to suit conditions in that country, or even individual regions. A combination of different 
approaches was clearly needed. 

Dr LARIVIÈRE asked what practical measures had been taken within the Organization to follow up 
the recommendations of the Study Group and the Ministerial Conference on Malaria (Amsterdam, October 
1992). 

Dr KONDRACHINE (Malaria Control) replied that the Study Group had not discussed the new 
malaria vaccine, because trials, although promising, were still under way. Likewise, the subject of a 
surveillance system to detect any resurgence of malaria had not been examined by the Study Group, 
although he agreed with Dr Wint that it was an important point. 

In order to follow up the Study Group's recommendations, a series of meetings had been held in 
Africa, South-East Asia, the Western Pacific and, most recently, the Eastern Mediterranean to establish 
regional malarial control strategies. The final meeting, in the Americas, was due to be held very soon. He 
would give details of the recommendations adopted by the regional meetings to any member who was 
interested. 

The recommendation that malaria control activities should be integrated into the general health 
services was intended to refer particularly to disease management, and more particularly to Africa, where 
many different sectors were involved - the public and private health sectors and the authorities responsible 
for disease control. 

Although it was difficult to pinpoint the various actions taken to follow up the Ministerial Conference, 
the interregional and regional meetings had decided on objectives, targets and goals for malaria control and 
had also revived existing national malaria control committees. A Meeting of Interested Parties (Geneva, 
13 to 14 September 1993) had thoroughly reviewed WHO，s current plan of action for malaria control. 

Dr SHRESTHA said that Nepal had used the report extensively in the preparation of its national plan 
of action for malaria control, and he recommended it to other countries which might still be working on 
their own national plans. His country had fully integrated malaria control into the general health services, 
and had also used the report in preparing for the training of health workers in malaria control activities. 

Dr NGO VAN HOP stressed that countries where malaria had almost been eradicated should 
maintain a surveillance system to detect any resurgence of the disease. 

Dr MAKUMBI pointed out that the report contained very little information about the problem of 
drug resistance in both vector and parasite. That question should be studied seriously because it would 
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make malaria control activities much more expensive and increase the importance of quality control of 
drugs. He had only just received the reports and had had little time to study them in detail; he hoped that 
future reports would be distributed in good time. 

Dr DEVO said that it would have been useful to have some indication of possible financing for each 
of the recommendations in the report. Financing was becoming increasingly difficult, and information in 
that respect would help to assess the feasibility of implementing the recommendations efficiently. 

Dr CLINTON commended the well-edited and succinct report; indeed, it was perhaps too succinct 
in view of the complexity of the disease. For example, the section on chemoprophylaxis took up only half 
a page, and there were only three references. It would have been useful to have a separate section of 
additional references to cover topics such as chemoprophylaxis and vaccine trials because it was likely to 
be the only document available to health workers below the central level in many endemic countries. 

Dr ANTELO PÉREZ said that it was not clear what would be the follow-up to the report. In his 
view, there should be a recommendation that account be taken of the field studies that were being 
conducted on antimalarial vaccine in countries selected by WHO and of the reports which had been 
published in Lancet and the Bulletin of the Pan American Health Organization, concerning vaccine testing 
in the Region of the Americas. Reports of WHO expert committees and the like were sometimes published 
two years after the meetings and therefore did not always represent the latest research. Malaria vaccine 
would be of great importance to malaria control, and research in that field must be followed up. 

Professor SHAIKH said that the report, which highlighted the most important aspects of malaria 
control, was very valuable. Malaria had been successfully brought under control in Pakistan a few years 
earlier but was currently in resurgence, as a result of which treatment was much more difficult owing to the 
increased resistance of the parasites. 

Malaria control was only effective when the appropriate diagnostic and laboratory facilities were 
available. In rural areas where such facilities were lacking, many patients with cryptic malaria were 
recorded merely as suffering from "pyrexia parasites of unknown origin", which led to inaccurate reporting 
and monitoring of malaria. WHO needed to place more emphasis on providing diagnostic and laboratory 
facilities in rural areas. 

Dr KANKIENZA endorsed, in general, the recommendations and conclusions of the Study Group. 
The incidence of malaria was rising because of increasing resistance of the vectors to insecticides and of 
the parasites to many of the drugs used for treatment. In Zaire there had been a resurgence of severe 
malaria, requiring elaborate treatment that was often not available at the local level. Yet the basic facts 
about malaria and its control were known. It was necessary now to strengthen national capacities - not 
omitting the financial aspect Dr Devo had mentioned - and to develop effective management methods. 

Dr HAN Tieru fully endorsed the Study Group's report. Since the Ministerial Conference on 
Malaria, an increasing number of countries were paying greater attention to malaria control. 
Representatives of the Western Pacific and South-East Asia regions had met in 1993 to consider joint 
efforts in malaria control, including cooperation and information exchange. 

He supported the four basic technical elements of the global malaria control strategy and stressed that 
it was important to integrate malaria control into the general health services. 

Dr AL-JABER said that a fifth element should be added to the four basic technical elements of 
malaria control: a clear strategy to prevent malaria transmission between countries. That was needed for 
the protection of countries where vectors were present but malaria was not endemic. 

The CHAIRMAN, speaking in his personal capacity, noted that the Ministerial Conference on 
Malaria had contributed significantly to awareness of the problem of malaria. WHO had issued a number 
of technical reports on various aspects of malaria over the years which should perhaps have been included 
in the bibliography of the report under consideration. 

He agreed with Dr Antelo Pérez, that it was important to disseminate information on the results of 
the vaccine developed by Dr Manuel Patarroyo in Colombia and to promote such research and that being 
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conducted in the United Republic of Tanzania. Another noteworthy development was the work in South-
East Asia with artemisinin derivatives, which had been shown to reduce the mortality rate from malaria and 
to be superior to quinine for certain cWoroquine-resistant forms of Plasmodium falciparum infection. 

The Director-General would certainly be giving due consideration to the suggestions and comments 
made by members of the Board. 

Nursing beyond the year 2000: Report of a WHO Study Group (WHO Technical Report 
Series, No. 842，1994) 

Professor BERTAN said that nurses and midwives were the backbone of the health system. While 
endorsing the recommendations contained in the report of the Study Group, she considered that four 
matters deserved further consideration: quality of care provided by nurses and midwives; specific 
mechanisms for evaluating and monitoring their performance; the need for back-up services for nurses and 
midwives; and increased WHO support in assessing quality of care, evaluating performance, and providing 
back-up. 

Legislation at country level should also be emphasized. Nurses and midwives were sometimes 
required by law to carry out certain actions under the supervision of physicians; yet, in some communities 
physicians were simply not available. 

Dr DEVO endorsed the comments of Professor Bertan, in particular with regard to the quality of care 
and performance evaluation. It might be useful to have a clearer description of the role of nurses and 
midwives. 

The report made no special mention of the close cooperation that should exist between those 
providing nursing and midwifery services and those benefiting from them. In that connection, it might be 
appropriate to draft a resolution regarding nursing and midwifery care in the service of human 
development. 

Mrs HERZOG said that in view of the important role played in the community by nurses and 
midwives in all aspects of public health, disease prevention and health promotion, she endorsed the Study 
Group's recommendations. She also agreed with previous speakers as to the importance of quality of care 
and performance evaluation and monitoring. 

In general, women and children should be referred to as groups with special needs rather than as 
vulnerable groups. Young people, a group to which more attention should be given, should be added to 
that category. She was not suggesting that reference to women and children as vulnerable groups should 
be changed in the Study Group's report or in all WHO documents, but that the other term be used 
whenever appropriate, in particular when referring to such populations as a group rather than in relation 
to specific issues affecting them. 

Dr SAVEL'EV, agreeing with the observations of Professor Bertan, said the report was of particular 
relevance for the countries of eastern Europe which were undergoing comprehensive health reforms, in 
particular with regard to training and the role of nurses and midwives. The report rightly emphasized the 
need to tailor the elaboration and implementation of training programmes to the requirements of individual 
countries. 

Dr MAKUMBI observed that nursing and midwifery were gaining in importance in the African 
Region. He welcomed the report's emphasis on strengthening community-based training, a message that 
should be made clear to donors. In the past, training had produced nurses and midwives whose high level 
of skills was best suited to tertiary health services, often confined to urban areas. However, most people 
in the Region lived in rural areas where health care was provided by community-based health workers. 

Dr DLAMINI endorsed the comments of Professor Bertan and Mrs Herzog, in particular with regard 
to the quality of care and performance evaluation. She also agreed that more emphasis should be given 
to providing appropriate training for nurses and midwives at the community level, a point that could have 
been made more strongly in the report. Moreover, training for nurses and midwives should incorporate 
strategies for attitudinal change. 
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She agreed fully with the recommendation that nurses should be involved in policy formulation at the 
country level. They should also be given the chance to contribute to the different programmes of WHO. 

Professor MBEDE said that in Cameroon the role of the nursing staff was at once fundamental and 
complex. In some hospitals, nurses functioned in a manner similar to that of their counterparts in 
developed countries. In other settings, they were involved at more than one level: they both provided 
primary care and participated in management, planning and training. One of the difficulties in 
administering - mostly female - nursing personnel was that women were often reluctant to work in certain 
remote areas and, consequently, cities had a surplus of female nurses. 

It was important to devise indicators to measure quality of care and performance. Moreover, training 
should be oriented towards developing personnel who were competent in a number of different settings and 
who could evolve along with changing health priorities. WHO could be instrumental in strengthening those 
capabilities in nursing personnel. 

Professor GIRARD, agreeing with the positive comments that had been made on the report, noted 
none the less that it made no reference to the ethical surveillance function of nurses. That group, along 
with other health professionals, would be increasingly involved in ensuring that health care was provided 
in accordance with proper ethical standards, which were based on social values. 

Professor CALDEIRA DA SILVA expressed his concern that nursing professionals were increasingly 
seeking higher education, moving into the areas of research and administration and away from direct 
patient care. 

Dr HAJ-HUSSEIN said that quality of care would depend on the level of training provided for 
nursing personnel; WHO must promote further efforts in that area. Training might differ in quality and 
type from one culture to another and must take account of the specific conditions prevailing in various 
regions. 

Decision: The Executive Board considered and took note of the Director-GeneraPs report on the 
meetings of the following expert committees and study groups: the WHO Expert Committee on 
Biological Standardization, forty-third report; the WHO Study Group on Assessment of Fracture 
Risk and its Application to Screening for Postmenopausal Osteoporosis; the WHO Study Group on 
the Implementation of the of the Global Plan of Action for Malaria Control 1993-2000; the WHO 
Study Group on Nursing beyond the Year 2000. It thanked the ever ts who had taken part in the 
meetings, and requested the Director-General to take account of their recommendations, as 
appropriate, in the implementation of the Organization's programmes, bearing in mind the discussion 
in the Board.1 

6. REPORT OF THE UNICEF/WHO JOINT COMMITTEE ON HEALTH POLICY ON ITS 
SPECIAL SESSION: Item 6 of the Agenda (Document EB94/3)2 

Dr AL-JABER, introducing the report of the special session of the UNICEF/WHO Joint Committee 
on Health Policy as Co-Rapporteur, explained that the Joint Committee was a unique mechanism in the 
United Nations system in that it was the longest-standing interagency committee of its kind and had 
facilitated cooperation between WHO and UNICEF for more than 40 years. Only recently had another 
such committee been created - between UNICEF and UNESCO to promote education. The Joint 
Committee consisted of six members from each of the WHO and UNICEF executive boards. It provided 
guidance for cooperation between WHO and UNICEF in their support of countries implementing the 
policies set by the Health Assembly for improving the health of women and children. It recommended to 
the executive boards of WHO and UNICEF the common action that should be taken by the two 

1 Decision EB94(1). 
2 See Part I, Annex 2. 
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organizations in that field. It normally met every second year. However, since the 1990 World Summit for 
Children it had met annually in order to give close attention to following up the health and health-related 
goals of the World Summit. 

The special session held in January 1994 had been convened to review progress with respect to the 
eight mid-decade goals that had been set and endorsed by the executive boards of UNICEF and WHO in 
1993 in order to give a clear focus to the health and health-related goals of the World Summit for the end 
of the decade. They concerned neonatal tetanus, measles deaths and cases, oral rehydration therapy and 
diarrhoea case management, poliomyelitis-free status, "baby-friendly" hospitals, dracunculiasis, iodine-
deficiency disorders, and vitamin A deficiency. In addition, the Joint Committee had supported the 
proposals made by the WHO and UNICEF secretariats to lay strong emphasis on three additional areas: 
water supply and sanitation, reduction of protein-energy malnutrition, and knowledge of HIV/AIDS-related 
preventive practices. 

The Joint Committee had also discussed the health indicators and the process for monitoring the 
World Summit end-of-decade goals. The technical units of UNICEF and WHO had agreed in principle on 
the choice of definition of the indicators for monitoring the health goals of the World Summit. However, 
countries were concerned that they were being asked to conduct many special-purpose surveys in order to 
monitor the mid-decade goals. WHO and UNICEF needed to collaborate in particular to ensure that 
countries were encouraged to use routinely generated data in preference to special-purpose surveys, so as 
to ensure that staff time and scarce financial resources would not be diverted solely for the purpose of 
generating data for monitoring the World Summit goals. That was a matter of crucial importance for 
Member States. 

Specific recommendations addressed to the executive boards of WHO and UNICEF included efforts 
to ensure sustained political will and the commitment of supporting institutions; special attention to 
countries in greatest need; more effective surveillance systems; improved quality of care; more appropriate 
training of health professionals working at primary health care level; education to ensure and maintain 
knowledge of disease-preventive practices, particularly in relation to HIV/AIDS; adequate supply and 
quality of vaccines; raising and sustaining of immunization coverage; and provision of additional resources. 

Lastly, the Joint Committee had agreed that the next regular session of the Joint Committee would 
be held in Geneva, immediately after the ninety-fifth session of the WHO Executive Board in January 1995. 

He submitted the recommendations in the report to the Board for endorsement. 

Professor BERTAN said that she had recently attended a meeting of the Executive Committee of the 
International Pediatric Association, which had expressed gratitude for the work done by WHO and 
UNICEF for the benefit of the world's children. The Association was committed to implementing the Joint 
Committee's recommendations and was following its work with great interest. 

An important international meeting on behalf of the world's children would be held in 1995 in Cairo, 
which would include a workshop on the evaluation of mid-term goals for the decade. 

Dr KALUMBA, commending the Joint Committee's report, endorsed in particular the 
recommendation in paragraph 27 that the focus on priority problems must be achieved while avoiding 
separation of services for health care delivery, in his view a call for greater integration. Flexible, integrated 
"packaging" of health services required comprehensive national health data bases, which most developing 
countries did not have the capacity to develop. There was thus need for resource mobilization at national 
and international level to help such countries establish data bases, which in turn would enable them to 
define priorities. Information was also needed on the cost structure of national health systems, if the cost 
reductions being called for by the donor community were to be achieved. In addition, institutional 
modalities for decentralization were required, as well as more pragmatic modelling of implementation 
systems; for those, technical support from the regional offices was essential. 

Regarding the need for improved systems of resource mobilization, the Joint Committee should look 
into ways of helping countries to build up a capacity for negotiating aid on better terms and conditions, as 
well as a capacity for defining priorities. He stressed that the health of children had to be protected from 
the consequences of political and military action in certain countries of the African Region. 

Where AIDS was concerned, he noted that the report in paragraph 73 recommended that WHO and 
UNICEF should achieve and maintain high levels of knowledge, but he questioned whether lack of 
knowledge was the most pressing priority in AIDS prevention. The Joint Committee should address other, 
more delicate, aspects of the problem, that were of greater concern, especially in the African Region. 
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Dr DLAMINI said that monitoring of mid-decade and year 2000 goals was an important matter which 
many countries were finding difficult for lack of the requisite baseline data. For the same reason, even 
some of the targets set by countries were unrealistic. Although such countries collected information daily, 
they had difficulty in collating and interpreting it. Training in basic epidemiological skills for health workers 
at all levels was needed, and WHO and UNICEF could help in that regard. 

She welcomed the recommendation in paragraph 68 of the report that WHO and UNICEF should 
support the preparation and implementation of national plans of action on nutrition. Not many countries 
had yet been able to prepare comprehensive plans on that subject, although they should form part of overall 
country programming for family health in the context of primary health care. It was crucial that WHO and 
UNICEF should give countries the support that they needed; otherwise, the targets Member States had 
adopted might never be achieved. 

Professor MTULIA, referring to paragraphs 55 and 56 of the report, said that although he agreed 
that high-cost water-engineering projects should not be encouraged, many towns and cities did not have 
adequate water supplies or sanitation. Indeed, he knew of one municipality where the sewage treatment 
plant had been out of order for 10 years and where diarrhoea was endemic. He believed that in large cities 
high-cost water supplies were still required. On the other hand, because in many such countries over 80% 
of the population lived in rural areas, he would endorse the statement in paragraph 56 on the value of 
community schemes. If the community owned the local water supply scheme, it was more likely that that 
scheme would be maintained. 

Referring to the recommendations in paragraph 59，he pointed out that since the end of the 
International Drinking Water Supply and Sanitation Decade in 1990, there had been no reduction in 
dysentery, cboiera and diarrhoeal diseases, and that the death toll from such diseases was mounting. He 
would have liked to have seen a further recommendation to the effect that WHO and UNICEF should 
promote the continued application of the goals of the International Drinking Water Supply and Sanitation 
Decade particularly in Africa, through joint support of the AFRICA 2000 initiative for water supply and 
sanitation. 

Dr AL-SAIF noted that one of the positive results of the joint efforts of WHO and UNICEF had 
been a decrease in certain diseases, notably poliomyelitis. It was important to reduce the price of vaccines 
for immunization against such diseases, since many countries could not afford them. The effects of war on 
the health of children was another crucial matter which should not be overlooked. 

Dr LEPPO said he attached great importance to UNICEF/WHO joint efforts in the field of health 
policy. Such unique interagency collaboration was greatly appreciated. 

The health policy reflected in the report accorded well with the general policy orientation just 
approved by the Health Assembly in connection with WHO's Ninth General Programme of Work. He 
emphasized the importance of integrating health policy goals into general social and economic development, 
and of striking a balance between integrated health services development and specific programme content, 
delivered through a properly functioning health infrastructure. Proper balance between a horizontal, 
capacity-building approach and a focus on specific targets was essential. 

It was important that the health of children and women, both in terms of horizontal capacity-building 
and in terms of programme content, should be seen not as a separate issue, but as the key entry point to 
a broader primary health care approach, as well as to an overall development of health systems in general. 
That point was rightly made in paragraphs 20 and 21 of the report, as well as in the recommendations in 
paragraph 27. He also drew attention to paragraph 26, which stated that the forthcoming World Summit 
for Social Development would offer an unique opportunity to WHO and UNICEF to influence events. 

On the question of monitoring, he welcomed the emphasis on a pragmatic approach, and on locally 
applicable and feasible indicators. Experience gained in the Ebcpanded Programme on Immunization in that 
respect had been excellent. 

The Joint Committee's recommendations were relevant and well thought out, and he proposed that 
they should be fed into the Board's work in relation to the forthcoming programme budget. 

Dr ANTELO PÉREZ observed that many countries in the Region of the Americas, despite serious 
economic difficulties, had succeeded in maintaining the results achieved by their immunization programmes, 
contributing in turn to continued positive - and in some cases improved - child health indicators. He 



SUMMARY RECORDS: SECOND MEETING 59 

suggested that the experience gained by those countries in dealing with a crisis by giving priority in resource 
allocation to certain activities might be evaluated. 

He noted that both UNICEF and WHO had supported a group of developing countries which had 
been developing their own technology for producing vaccines. That was important, since when a large-scale 
immunization campaign was launched, vaccine prices tended immediately to rise. That support should 
continue whenever the technology was suitable and competitive. 

In Cuba the Baby-friendly Hospital Initiative, which had previously made little progress, was now 
advancing rapidly. He stressed the importance of health education once such an initiative had been 
launched, particularly in regard to the positive results, world wide, of breast-feeding on child health 
indicators. 

Professor SHAIKH said that despite having programmes for immunization and the control of 
neonatal tetanus in place for many years, and despite receiving technical and financial support from WHO 
and UNICEF, Pakistan still had serious health problems. Its infant mortality rate was still 103 per 1000 
live births, and the incidence of neonatal tetanus was increasing, as was that of poliomyelitis: indeed, 22% 
of the world's poliomyelitis cases occurred in Pakistan. Although political commitment was important, he 
believed that the ability to organize and to implement programmes was deficient. He therefore called on 
the Board to help ensure that recommendations could be implemented at country level to meet basic health 
needs. 

Dr NO VELLO (United Nations Children's Fund) thanked the members of the Board for their 
appreciation of the work done by UNICEF and for their suggestions on the most effective ways to bring 
the skills and expertise of WHO and UNICEF together so that they could continue to complement each 
other. The year 1994, as the International Year of the Family, provided an opportunity to stress the 
importance of the complementary efforts of UNICEF and WHO to promote and protect the health and 
welfare of groups with special needs, particularly women, children and young people, taking into 
consideration the specific situations within countries and national plans and priorities. 

The Joint Committee had played a vital role in providing a focus for working out the mid-decade 
goals for children on the basis of existing Health Assembly recommendations and contributions from the 
national and regional levels. It had also provided useful guidance to both organizations for the 
establishment of complementary plans of action to achieve the mid-decade goals for children while building 
sustainable health, nutrition and education systems for all. WHO played a leading role in setting goals, 
objectives and standards, and UNICEF's strong field presence and experience in mobilizing funds and 
society made it a powerful partner in achieving health for all by the year 2000. The report before the Board 
eloquently reflected the level of consultation and cooperation between the two organizations. All the 
recommendations of the Joint Committee had been enthusiastically endorsed by the Executive Board of 
UNICEF at its most recent session, and UNICEF was confident that they would lead to much-needed 
action at country level. At the same session the Executive Board of UNICEF had approved 17 full-country 
programmes and 21 allocations of additional general and supplementary resources to country programmes, 
including the first country programme for the new South Africa and three bridging recommendations for 
services for Palestinian women and children. Moreover, at its 1994 session the Executive Board of 
UNICEF had supported the participation of UNICEF in the joint and cosponsored United Nations 
programme on HIV/AIDS and had encouraged continued discussions with WHO and other partners within 
the United Nations to finalize the coordination of that timely endeavour. 

The Executive Board of UNICEF had taken up in 1994 a wide range of policy and strategy issues, 
some of which would be of particular interest to the Executive Board of WHO. For example, it had 
strongly reaffirmed the need to maintain momentum in following up the World Summit for Children. It 
had been greatly encouraged by the progress being made towards the achievement of the mid-decade and 
the year 2000 goals, and it had reiterated the World Summit's request to the Secretary-General of the 
United Nations to arrange for a mid-decade review of the progress made. The emphasis on supporting 
Africa had been forcefully reiterated, and the Board had strongly recommended that efforts to obtain relief 
for debt-burdened nations in Africa be renewed. 

There had been overwhelming agreement that more resources would be needed in order to achieve 
the mid-decade and year 2000 goals. Growing interest and general support had been expressed by an 
increasing number of developing and industrial countries for the "20/20" initiative, which called on 
industrialized countries to devote 20% of their official development assistance to priority human needs -
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education and health in particular. The Executive Director of UNICEF had urged all developing countries 
to take a similar stand in allocating their national resources, and had urged all governments to embrace the 
spirit of the initiative in preparation for further discussion of the concept in the Economic and Social 
Council and at forthcoming global conferences and summits. 

Strong support had also been voiced for UNICEF's work in emergencies. There had been an 
increased awareness of the need to continue to protect children and to heal not only their bodies but also 
their psychological trauma in order to facilitate rehabilitation and development. Many delegations had 
supported stronger action to promote a total ban on antipersonnel land mines, which were known to have 
such devastating effects on women and children. The Board had also called for a tangible and continued 
response to the immediate and long-term needs of the children of Rwanda, especially those who had 
become orphaned or displaced by the current conflict. 

The Joint Committee was making a valuable contribution to the prospect of better health for all, 
particularly for women, children and young people. The recommendations made at its special session in 
January 1994 had sent a clear message to the children of the world that the promises of 1990 had not been 
forgotten and that the momentum needed to achieve the mid-decade and year 2000 goals was as strong as 
ever. 

Dr LARIVIÈRE noted that over the years the Joint Committee's work had focused on health 
problems and needs. He suggested that in future meetings it might also consider the impact of health 
systems reform on UNICEF /WHO joint activities. Much of the discussion about reform seemed to be at 
odds with what was being recommended in the report, and there was need to balance individual 
recommendations with the "systemic" approach. 

The CHAIRMAN said that in welcoming the advances made in the field of immunization it would 
be unjust not to pay tribute to the work in vaccine development of Professor Sabin, Professor Enders and 
Dr Tyler. If those scientists had patented their discoveries, the prices of vaccines would render them 
virtually inaccessible to developing countries. 

Decision: The Executive Board took note of the report of the UNICEF /WHO Joint Committee on 
Health Policy on its special session, held in Geneva on 27 and 28 January 1994，and endorsed the 
recommendations made by the Committee on a number of important issues, in particular those 
pertaining to accelerated action to be taken at global, regional and national levels in order to achieve 
the mid-decade goals, leading to attainment of the end-of-Decade goals set by the World Summit for 
Chüdren.1 

The meeting rose at 12h55. 

1 Decision EB94(2). 
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Chairman: Dr J. KUMATE 

1. IMPLEMENTATION OF RECOMMENDATIONS ON WHO RESPONSE TO GLOBAL 
CHANGE AND BUDGETARY REFORM: Item 7 of the Agenda 

Programme Development Committee and Administration, Budget and Finance Committee: 
coordination of work: Item 7.1 of the Agenda (Resolution EB93.R13; Document EB94/4)1 

The CHAIRMAN drew attention to section IV of document EB94/4, in which the Board was invited 
to take action on the methods, plans of work and timing of the meetings of the two Executive Board 
committees. 

Dr CALMAN, Chairman of the Executive Board Working Group on the WHO Response to Global 
Change, welcomed the short and focused documents which the Board had received at its current session 
and which would facilitate its deliberations. 

During the Health Assembly, members of the Board from the European Region had met to discuss 
the European representation on the two Executive Board committees, and the principles that the Region 
might apply in nominating its representatives, as well as those to be applied to the work of the two 
committees in general. On behalf of the members of the Board from the European Region, he proposed 
two principles to facilitate the work of the two committees. 

The first principle that the European members wished to see generally applied was that of "the best 
person for the job", since the two committees had important functions, and consisted of a small number of 
Board members, each bearing heavy responsibility. The European regional coordination meeting held 
before the Executive Board had been a valuable forum for exchanging views and for identifying European 
members who were currently the most appropriate persons to serve on the committees; it was planned to 
hold such meetings annually in future. The general principle of "the best person for the job" should 
therefore also apply to the selection of the chairman of each of the committees from its constituent 
members. Because of the small size of the committees and their specialized functions, it would be 
inappropriate to insist on a strict regional rotation of the chairmanship or on ex officio chairmanship by one 
of the Vice-Chairmen or by the Chairman of the Board. The principle of "the best person for the job"， 
as judged by the seven constituent members of each of the two committees, was the one that would achieve 
the best functional outcomes, as well as ensuring equitability. 

The second general principle discussed by the European Board members had been the ideal period 
of office within each of the committees. Inevitably, the selection of candidates from current Board 
members on the principle of "the best person for the job" would result in individuals initially having 
different potential terms of office. Thereafter, however, it was suggested that committee members should 
be appointed for a two-year period. It was important for the committees to have continuity of thinking and 
purpose: a one-year appointment would be too short for members to make a lasting contribution; on the 
other hand, three-year appointments would have the effect of blocking participation on the Board of 
individuals simultaneously appointed to the Board and nominated from the region to serve on one of the 
two committees. Two-year appointments would provide continuity within the committees while allowing 
rotation of Board members within regions. 

He proposed for the Board's consideration the principle of "the best person for the job" within 
regions, and that of two-year appointments after the initial start-up period. 

1 See Part I，Annex 3. 
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Dr LARIVIÈRE, fully supporting Dr Calman, particularly welcomed the start-up period because, if 
the principles were to be applied immediately, he would be unable to participate in the work of the 
Programme Development Committee. The prior warning, which Dr Calman had expressed by the words 
"after initial start-up", removed that difficulty. 

It might be useful to relate the document under discussion to resolutions WHA47.6 and WHA47.7, 
and for Board members who had not been present at the Health Assembly to have copies, although most 
of their content had been taken into account in preparing the Director-Generars report. 

Dr LEPPO endorsed the functions of the two committees, as outlined in section II of the report and 
as illustrated in Table 1, which clarified the relationships between the two committees and with the 
Executive Board subgroups. He stressed the importance given in paragraph 6 of the report to cross-
programme issues, so as to cover broad fields of policy and avoid the risk of a detailed programme-by-
programme approach. The essential focus for the Programme Development Committee should be the 
coordination of policies and programmes. 

Turning to documentation and timing, he said that of the three options shown in Figure 1 of 
document EB94/4, option 3 involved difficulties in terms of time and extra travelling. Option 1 or 2 would 
be preferable. He fully agreed with Dr Calman on the question of continuity and change, but the period 
of service on the committees should be decided before taking up agenda item 10 (Filling of vacancies on 
committees), since it might influence the way the Board would wish to fill vacancies. 

Dr LARIVIÈRE said that he would prefer option 2, especially since a programme budget review was 
expected in January 1995. Option 3 might be reasonable in non-programme budget years, but there was 
at present very little room for manoeuvre, and option 2 seemed the most reasonable one for the coming 
January. 

Dr SAVEL，EV thought that the Board could approve the functions of the subgroups as outlined in 
section II of the report. He agreed with Dr Leppo that option 3 was inappropriate, and favoured either 
option 1 or 2. 

Professor MBEDE, referring to the schedule of meetings, said that he favoured option 2, which could 
be reviewed later if there was a need for change. 

Dr HAN Tieru fully agreed with the Director-General's report. However, since the two committees 
were complementary, there should be a mechanism that would enable them to work with each other so that 
programme priorities were in line with those of finance and administration. With regard to meeting 
schedules, he also preferred option 2 to option 3，which might not be feasible. 

Dr DLAMINI also favoured option 2，which would be in accordance with the views expressed by 
Board members in the past. She agreed that the two committees must interact, since programme and 
budget could not be separated but had to be considered together at some stage. 

Dr CLINTON concurred with Dr Calman on basic principles, but asked for a clarification on start-up. 
His understanding was that, if a Board member selected as a member of a committee had three years to 
serve on the Board, he would serve only two years on that committee; if he had two years left on the 
Board, he would serve two years on the committee; and if he had only one more year to serve on the 
Board, he would serve only one year on the committee. He also asked whether Board members not 
members of a committee could attend committee meetings, even if they did not participate in discussions 
or vote. He had no objection to either options 1 or 2，but the idea of a joint meeting of committees under 
option 2 had merit and he preferred that option. His main concern remained the attendance at committee 
meetings of non-members of committees as observers. 

Professor CALDEIRA DA SILVA, agreeing with Dr Calman, added that the committees should be 
considered and maintained as genuinely belonging to the Executive Board and that he was in favour of 
option 2 for the schedule of meetings. 
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Dr NAKAMURA said that he had no objection to option 3 in scheduling meetings if sufficient time 
could be provided for in the budget; however, it would be a heavy burden for members of the Programme 
Development Committee to come to Geneva twice within a short period. With regard to option 2, although 
coordination between the two committees was required, there was a possibility that, after the joint meeting, 
Board members would be discussing the same matters twice within the same week. He therefore favoured 
option 1, which seemed reasonable and was closest to the provisions of resolution EB93.R13. 

He supported Dr Caiman's first proposal concerning committee chairmen, but joined Dr Clinton in 
asking for clarification regarding the length of service on a committee. Since he was himself in his third 
year as a Board member, would it be impossible for him to serve on a committee? 

Mrs HERZOG also supported option 2. She proposed that the Board should take a decision on 
Dr Caiman's proposal that membership of committees would be for two years unless the member had only 
one year left to serve on the Executive Board, in which case the member would serve only one year on a 
committee. 

Dr DEVO strongly agreed with the first principle put forward by Dr Calman. He pointed out that 
Board members would participate in regional committees, as indicated in Table 1 of document EB94/4, to 
ensure that the Ninth General Programme of Work and the recommendations of the subgroups of the 
Board were translated into rolling plans and programme budgets, and that regional committees adopted 
similar approaches. There might be budgetary implications in so far as Board members were not 
necessarily those who sat on programme meetings at regional committee level. 

With regard to the schedules of meetings, his preference was to start with option 1. The next session 
of the Board should pay particular attention to the organizational dynamics of the committees，work. He 
asked when the work of the subgroups would be transmitted to the Programme Development Committee 
and the Administration, Budget and Finance Committee so as to ensure that members were not repeatedly 
called upon to attend meetings held within a short time of one another. 

Professor GIRARD pointed out that the role of the full Board was precisely to consolidate the work 
of the two committees rather than have that done in advance which would make the Board's discussions 
either redundant or ineffective and useless. Whether there was a need for joint preliminary work by the 
two committees could be determined later; at present, it should not be institutionalized. He therefore 
preferred option 1, under which the two committees would meet at the same time, just before the full 
Board. 

Dr KALUMBA requested clarification of the principle of "the best person for the job", which had 
been agreed by the European members. Since the committees were critical in the development of WHO, 
the possibility of regional representation, let alone observer status, which Dr Clinton had mentioned, should 
not be precluded, since it would deprive members of the opportunity to look into the workings of change 
in WHO. Even on the assumption that it was easy to identify the best person for the job, observers should 
still be able to attend, so that members were informed of ideas for change in WHO. 

Dr CALMAN, Chairman of the Executive Board Working Group on the WHO Response to Global 
Change, replying to requests for clarification, said that as far as the "best person" was concerned, from the 
European Region's point of view that meant the best person within the Region. Each region would still 
be represented. Two people would be selected to represent the European Region, one for each committee. 
He recognized that it would not be easy to select representatives, and that every country in each region 
would wish to be involved. 

With regard to the length of service on the committees, one year had been considered too short for 
members to get a feel of what was happening, particularly since the budget covered two years. Three years 
was too long because it did not allow a gradual turnover of members. The European Region members had 
therefore opted for two years, and his assumption was that, if the proposal was accepted, there would be 
a start-up period. For example, he himself would leave the Executive Board in May 1995，and if he was 
selected for any committee, it would only be until he left the Board, after which someone else would be 
appointed for two years. Since members were on the Board for three years, it would be helpful to serve 
one year before taking on a two-year period on a committee. However, taking up Dr Nakamura's point, 
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he assumed that, if a member was appointed to a committee in year one on the Board, that member would 
leave the committee after two years and serve a final year as a Board member. 

The issue of observer status was an important one on which he did not wish to advise the Board, 
although he suspected that many members would wish to follow closely both committees, whether they 
served on them or not. His own concern was cost; observers might be allowed to attend only if they paid 
their own expenses. That would place at a disadvantage observers from countries far from Geneva and who 
could not afford the expense involved. The two committees would therefore have quickly to inform the 
Board of what took place in their meetings. 

The CHAIRMAN noted that there were three points under discussion. First, it was accepted that 
members would be nominated for the two committees in accordance with the fundamental principle of the 
best qualified person. Second, he felt that the suggestion of having one year's "warming up" before serving 
on a committee had not been sufficiently debated. The Secretariat would answer the question concerning 
travel costs of non-members attending committee meetings. Third, option 3 had been discarded and the 
choice lay between options 1 and 2，with a small majority in favour of the latter. 

Dr CHOLLAT-TRAQUET (Cabinet of the Director-General) noted that with regard to the 
composition of the two committees it was clear that the best people would be chosen for each of them. If 
she had understood the interventions of Dr Clinton and Dr Nakamura, a two-year term would be acceptable 
as a maximum, that is to say, a member of the Board who had only one year left to serve would not be 
automatically eliminated. In other words some Board members would serve on the committees for two 
years and others for one year only. Referring to the chairmanship of the committees, she reminded the 
Board that, under resolution EB93.R13, the Programme Development Committee and the Administration, 
Budget and Finance Committee would each consist of six Executive Board members, one from each of the 
WHO regions plus the Chairman or a Vice-Chairman of the Board, who would be the chairman of the 
committee. Did the Board wish to change the provision so that the chairman of each of those two 
committees would be one of those six members, as suggested by Dr Calman? Regarding the proposal, first 
made by Dr Clinton, to allow Board members not on the committees to attend committee meetings, it was 
for the Board to decide whether other Board members could attend. However, it was customary for others 
who attended that kind of meeting to do so at their own expense. But, if options 1 or 2 were adopted with 
regard to the scheduling of meetings, those two committees would, in fact, meet the week before the 
Executive Board and Executive Board members who wished to attend could use the same travel tickets to 
attend meetings of the Board and of the committees, which would last only three days each. The 
Secretariat did not have any preference as between options 1 and 2，but option 2 had been proposed 
because operative paragraph 2 of resolution EB93.R13 provided that, with regard to the timetable, account 
should be taken of the need to harmonize the work between the two committees, and with the three 
subgroups for programme review. Therefore, it seemed useful to the Secretariat, in the year in which the 
programme budget was to be prepared, for the Programme Development Committee, having started to 
analyse the budget, to transmit some of its ideas and express its concerns to the Administration, Budget 
and Finance Committee; that was why a joint meeting, lasting half a day, had been provided. All that, 
however, was not mandatory and the Board could well decide to adopt one of the options for a trial period 
and to review the matter next January. The last question, raised by Dr Devo, was whether the three 
subgroups, meeting to examine the programmes, would report to the Programme Development Committee. 
That was clearly a more complex matter, as those subgroups would report a year later since the Programme 
Development Committee would meet in principle only once a year. Nevertheless, those subgroups would 
be required to report directly and immediately to the Executive Board since it was provided that, within 
the two days following their meeting to analyse the programmes, there would be a joint meeting of the three 
subgroups, that is a meeting of the whole Board, as took place in January of the present year. 

Mr VIGNES (Legal Counsel) pointed out that there were no legal difficulties to setting appointment 
on committees at two years so long as appointees were still members of the Board. That meant that 
members, elected in their third year, could only serve for one year. Nor were there any difficulties 
concerning the chairmanship of the committees, since the resolution in question did not imply that the 
chairman had to be the Chairman of the Executive Board. Consequently, if the term of office was fixed 
at two years, ex officio members would be replaced by the new ex officio members, that is to say the 
chairman would be replaced in the following year by the new Chairman of the Executive Board. 
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Dr CALMAN explained that the best person principle merely meant that some people in the regions 
were more interested in the financial aspects or in questions of programme development. It had been 
assumed that the chairmen of the committees would be chosen from among the six members of the 
committee, plus the Vice-Chairman of the Executive Board. The Vice-Chairman was not necessarily 
chairman of the committee, but could be; the seven members would choose the most appropriate person 
to chair that committee. There was no need to change the resolution. 

Dr CLINTON said that it should be made clear that all members of the Board, including those in 
their first year, should be able to become members of the committees in question. 

Dr CHOLLAT-TRAQUET (Cabinet of the Director-General) replied that every member of the 
Executive Board could become a member of one of those two committees for a maximum term of two years 
for Board members in their first and second years and for one year for Board members in their third year. 
Those two committees would each comprise seven members, who would choose a chairman from among 
their number. 

Professor GIRARD reminded the Board that the main purpose in setting up the committees was to 
improve the efficiency of the Board and provide the Director-General with a powerful tool to help him and 
to reflect the extent to which Member States assumed their responsibilities. That was why he was inclined 
to favour option 1，at least officially. It provided the Board with a means of asserting its authority by 
settling any differences of opinion between the two committees. He did not think that the chairman of 
either committee should be ex officio the Chairman or a Vice-Chairman of the Board as that would place 
them in a difficult position if the Board were to reject a proposal of one of the committees. Nevertheless, 
the Chairman of the Board or a Vice-Chairman should be eligible to serve as chairman of either committee. 

Professor BERTAN said that she was concerned that, in setting itself such precise criteria for 
membership of the two committees, the Board had left itself very little freedom of choice in the matter. 

Dr DLAMINI asked what was the exact role of the Chairman or Vice-Chairman of the Board in the 
two committees. 

Professor GIRARD replied that the role of the Chairman or one of the Vice-Chairmen of the Board 
as a member of the committees was to keep in touch with their work; that could be useful to the full Board 
when it met to consider the issues involved and would enable it to reach a better decision, should the need 
arise, with a full knowledge of the facts. 

The CHAIRMAN said that each of the six WHO regions would be represented in each of the 
committees by persons considered best qualified to do so. In addition, the Chairman of the Executive 
Board or a Vice-Chairman would also be members and thus each committee would consist of seven 
members, one of whom would be chosen as the chairman. 

Dr DLAMINI asked whether it was really necessary for a Chairman or a Vice-Chairman of the Board 
to be a member of the committees, which were essentially committees of the Board, and would report to 
it. She was still not clear about the functions of those committees and their relationship with the Board. 

Mrs HERZOG asked Dr Dlamini whether she agreed with the proposal that the chairman of each 
committee would be chosen from among its six members. In that case, the Chairman or a Vice-Chairman 
of the Executive Board would ex officio take part in the meetings of the committees; in other words, they 
did not have any specific role except to get the overall feel of the discussions. 

Dr DLAMINI welcomed those additional clarifications. 

Professor SHAIKH said that he shared Dr Dlamini，s confusion about the exact part the Chairman 
or a Vice-Chairman of the Board was supposed to play in the committees. He understood that an officer 
of the Executive Board would attend the meetings, and asked whether that person would have voting rights. 
All those questions needed to be clearly answered. 



66 EXECUTIVE BOARD, NINETY-FOURTH SESSION 

Mr VIGNES (Legal Counsel), referring to resolution EB93.R13, especially paragraph 1，said that he 
interpreted it to mean that each committee consisted of seven members, one from each region plus the 
Chairman or a Vice-Chairman of the Board. Each committee would choose its own chairman, who could 
be any one of its seven members. 

Professor MBEDE said that his understanding was that it had been decided at the previous meeting 
that each committee should consist of one member from each region, plus the Chairman or a Vice-
Chairman of the Executive Board who would take the chair; that was not stated, however, in resolution 
EB93.R13, and present discussions seemed to indicate that it was not necessarily desirable for an officer 
of the Board to act as chairman of a committee. Clarification was needed on that point. 

Professor SHAIKH said that he failed to see how an Executive Board officer could be chairman if 
he or she did not have voting rights. 

The CHAIRMAN explained that the fact that someone was an ex officio member of a committee did 
not deprive him or her of voting or any other rights. However, it was not clear whether each committee 
would consist of six or of seven members, and whether the officer of the Board would be eligible for 
election to the chairmanship of the committee. 

Mr VIGNES (Legal Counsel) pointed out that resolution EB93.R13 stated that each committee would 
have seven members, and he did not think that the Board wished to go back on that decision. The only 
point under discussion was whether the ex officio member would also be chairman. The present debate 
seemed to indicate that that would not automatically be the case, and that the chairman would be chosen 
from among the seven members. 

Professor GIRARD said that since it had been decided that each committee should have seven 
members, he saw no reason to change that decision until it had been tried out. No decision had been 
taken, however, regarding the chairmanship, and his preference was for the matter to be left open; after 
the system had been tried out for two or three years it could be reviewed. He agreed with the Legal 
Counsel that resolution EB93.R13 should be strictly applied. 

Dr ANTELO PÉREZ observed that the Executive Board could not change a Health Assembly 
resolution, and asked the Legal Counsel to provide clarification on the question. 

Mr VIGNES (Legal Counsel) said that the previous speakers were quite correct; the resolution laid 
down that the committee consisted of seven members, one from each of the six regions plus the Chairman 
or a Vice-Chairman of the Board. In the absence of any specific stipulation, any of the seven could be 
elected as chairman. Practice would show whether it was advisable for the officer of the Board to hold that 
post. 

Mrs HERZOG, supported by Dr DLAMINI, said that there was no intention of changing the 
resolution. She proposed that the six regional representatives should elect the Chairman from among their 
number. In her opinion, the chairman or a vice-chairman of the Board should not chair a committee. 

Dr KALUMBA pointed out the notion of equity between the six regions was at stake. If there were 
six members, plus the ex officio member of the Board, one region would have an extra vote. He therefore 
requested clarification on the matter of voting rights. 

Dr AL-JABER maintained that all seven members would be acting in a personal capacity and all 
would have a vote in electing the chairman. 

Professor MTULIA pointed out that operative paragraph 1 of the resolution was perfectly clear on 
the number of members forming the committee and supported Mrs Herzog，s proposal regarding eligibility 
for chairmanship. 



SUMMARY RECORDS: SECOND MEETING 67 

Professor MBEDE said that his understanding was that all members of the committees would be 
members of the Board and that their decisions would be endorsed by the plenary Board. 

Dr ZAHI suggested that each committee, having seven members, should take its own decision on 
whether the ex officio member was eligible for chairmanship. 

The CHAIRMAN noted that as each committee would have seven members there could be no tied 
votes. He suggested that the ex officio member, who should represent the Organization as a whole and who 
must be free of regional preferences, should be a Vice-Chairman of the Board. 

It was so agreed. 

The CHAIRMAN invited the Board to approve the action set out in section III of document EB94/4. 

It was so agreed. 

The CHAIRMAN invited the Board to consider the timing of the meetings of the two committees 
as outlined in section III of the document, noting that five members had spoken in favour of the first option 
and six in favour of the second; the third option had received no support. 

Dr LARIVIÈRE advocated that the question should be left open so that the committees could decide 
as they proceeded with their work whether they needed joint meetings (option 2). 

Professor GIRARD agreed it was important that the committees should have that authority, which 
was why he favoured option 1. The decision could be left to the respective chairmen. 

Dr CLINTON concurred that option 1 was most consistent with the resolution and the use of a 
flexible approach. 

It was so agreed. 

Decision: The Executive Board considered the Director-General，s report1 on WHO response to 
global change (Committees of the Executive Board), and decided that the Programme Development 
Committee and the Administration, Budget and Finance Committee will consist each of seven 
members, one of whom is the Chairman or a Vice-Chairman of the Executive Board, the other six 
being selected from each of the six WHO regions; that each Committee will elect a chairman from 
among its members; and that the terms of office of the members will not exceed two years. The 
Board further decided to adopt the methods and plans of work of the Programme Development 
Committee, the Administration, Budget and Finance Committee and the subgroups for programme 
reviews presented in section III of the report; and that the two committees will meet for three days 
immediately before the January session of the Executive Board, in accordance with option 1 in 
Figure 1 of the report.2 

2. FILLING OF VACANCIES ON COMMITTEES: Item 10 of the Agenda (Document EB94/7) 

The CHAIRMAN said that in accordance with resolution EB61.R8, paragraph 4，the Director-General 
had submitted in document EB94/7 information relating to the membership of various committees of the 
Board and of the Foundation committees, with the number of vacancies to be filled. 

1 See Part I, Annex 3. 
1 Decision EB94(11). 
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Programme Development Committee of the Executive Board 

The CHAIRMAN reminded the Board that resolution EB93.R13 had changed the Programme 
Committee of the Executive Board into a Programme Development Committee composed of six Board 
members, one from each of the WHO regions, plus the Chairman or a Vice-Chairman of the Board. 

Decision: The Executive Board appointed the following members of the Board: 
Professor M. E. Chatty, Dr J. Larivière, Professor I. A. Mtulia, Dr E. Nakamura, Dr P. Nymadawa 
and Professor E. A. Necaev as members of its Programme Development Committee, established 
under resolution EB93.R13, for a maximum period of two years, in addition to Mrs P. Herzog, Vice-
Chairman of the Board. It was understood that if any member of the Committee was unable to 
attend, his or her successor or the alternate member of the Board designated by the Government 
concerned, in accordance with Rule 2 of the Rules of Procedure, would participate in the work of the 
Committee.1 

Administration, Budget and Finance Committee of the Executive Board 

The CHAIRMAN reminded the Board that resolution EB93.R13 had also set up an Administration, 
Budget and Finance Committee of the Executive Board composed of six Board members, one from each 
of the WHO regions, plus the Chairman or a Vice-Chairman of the Board who should, wherever possible, 
have experience of administration and budget and finance matters. 

Decision: The Executive Board appointed the following members of the Board: Dr К. С. Caiman, 
Dr J. J. Clinton, Professor Li Shichuo, Professor J. Mbede, Dr V. Sangsingkeo and Dr A. Zahi as 
members of its Administration, Budget and Finance Committee, established under resolution 
EB93.R13, for a maximum period of two years, in addition to Dr К. A. Al-Jaber, Vice-Chairman of 
the Board. It was understood that if any member of the Committee was unable to attend, his 
successor or the alternate member of the Board designated by the Government concerned, in 
accordance with Rule 2 of the Rules of Procedure, would participate in the work of the Committee.2 

Standing Committee on Nongovernmental Organizations 

Decision: The Executive Board appointed Professor N. M. Shaikh as member of the Standing 
Committee on Nongovernmental Organizations for the duration of his term of office on the Executive 
Board, in addition to Dr V. Devo, Mrs P. Herzog, Dr J. Kumate and Dr P. Nymadawa, already 
members of the Committee. It was understood that if any member of the Committee was unable to 
attend, his or her successor or the alternate member of the Board designated by the Government 
concerned, in accordance with Rule 2 of the Rules of Procedure, would participate in the work of the 
Committee.3 

UNICEF/WHO Joint Committee on Health Policy 

The CHAIRMAN noted that, in agreement with UNICEF, the number of WHO members on the 
Committee had been fixed at six. Six alternates were also appointed. If any member of JCHP was unable 
to attend a meeting of the Committee, an alternate member would attend. 

1 Decision EB94(4). 
2 Decision EB94(5). 
3 Decision EB94(6). 
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Decision: The Executive Board appointed Mr D. Leakey, Dr К. Leppo and Professor Li Shichuo as 
members of the UNICEF/WHO Joint Committee on Health Policy for the duration of their terms 
of office on the Executive Board, in addition to Dr К. A. Al-Jaber, Dr Qhing Qhing Dlamini and 
Dr P. Nymadawa, already members of the Committee. The Board appointed as alternates 
Professor J. M. Caldeira da Silva, Dr К. Kalumba and Dr A.-R. S. Al Muhailan in addition to 
Dr С. Castro Charpentier, Dr Ngo Van Hop and Dr В. L. Shrestha, already alternate members of 
the Committee.1 

Dr A. T. Shousha Foundation Committee 

Decision: The Executive Board, in accordance with the Statutes of the Dr A. T. Shousha Foundation, 
appointed Dr J. Antelo Pérez as member of the Dr A. T. Shousha Foundation Committee for the 
duration of his term of office on the Executive Board, in addition to the Chairman and Vice-
Chairmen of the Board, members ex officio. It was understood that if Dr Antelo Pérez was unable 
to attend, his successor or the alternate member of the Board designated by his Government, in 
accordance with Rule 2 of the Rules of Procedure, would participate in the work of the Committee.2 

Jacques Parisot Foundation Committee 

Decision: The Executive Board, in accordance with the Implementing Regulations of the Jacques 
Parisot Foundation, appointed Dr M. M. Kankienza as member of the Jacques Parisot Foundation 
Committee for the duration of his term of office on the Executive Board, in addition to the Chairman 
and Vice-Chairmen of the Board, members ex officio. It was understood that if Dr Kankienza was 
unable to attend, his successor or the alternate member of the Board designated by his Government, 
in accordance with Rule 2 of the Rules of Procedure, would participate in the work of the 
Committee.3 

United Arab Emirates Health Foundation Committee 

Decision: The Executive Board, in accordance with the Statutes of the United Arab Emirates Health 
Foundation, appointed Professor Münewer Bertan as member of the United Arab Emirates Health 
Foundation Committee for the duration of her term of office on the Executive Board, in addition to 
the Chairman and Vice-Chairmen of the Board, members ex officio, and a representative of the 
Founder, members ex officio. It was understood that if Professor Bertan was unable to attend, her 
successor or the alternate member of the Board designated by the Government concerned, in 
accordance with Rule 2 of the Rules of Procedure, would participate in the work of the Committee.4 

3. ESTABLISHMENT OF SUBGROUPS FOR PROGRAMME REVIEWS AT THE NINETY-
FIFTH SESSION OF THE EXECUTIVE BOARD: Item 8 of the Agenda (Decision EB93(8); 
Documents EB94/6 and EB94/INF.DOC./1) 

The CHAIRMAN invited the Board to consider the revised guidelines for programme reviews by 
subgroups contained in document EB94/INF.DOC./1. 

The Executive Board endorsed the revised guidelines. 

1 Decision EB94(7). 
2 Decision EB94(8). 
3 Decision EB94(9). 
4 Decision EB94(10). 
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The CHAIRMAN, noting that the Board was also required to establish its three subgroups for the 
programme reviews in January 1995, said that in order to facilitate that task Board members were being 
asked to indicate their preferred subgroup on a questionnaire. On the basis of the replies to the 
questionnaire, a list of members of each subgroup would be prepared for submission to the Board at its next 
meeting. 

(For continuation, see summary records of the third meeting, section 2.) 

4. IMPLEMENTATION OF RECOMMENDATIONS ON WHO RESPONSE TO GLOBAL 
CHANGE AND BUDGETARY REFORM: Item 7 of the Agenda (resumed) 

Information resources: progress report: Item 7.2 of the Agenda (Document EB94/5) 

Dr CLINTON, welcoming the detailed information in the report, described the process as a very 
complex one. In view of the importance of the work foreseen to the end of the year (paragraph 11 of the 
report), he suggested that an interim progress report, including information on any constraints and other 
relevant issues, could be submitted to the Board at its next session, in January 1995. 

Dr LARIVIÈRE endorsed that suggestion. Since the present report contained no reference to 
involvement of the Management Development Committee, he hoped that the proposed interim report 
would include the views of that Committee, whose membership included the Regional Directors. He was 
reluctant to endorse the action proposed in the document without going through the full consultative 
process for both policy and management development that had been established by the Director-General 
for the transition from the Organization's present methods of work and to the end of the reform process. 

Professor MTULIA commended the very useful work that had been done so far to develop the 
system. He too would welcome an interim report in January 1995. 

Dr CHOLLAT-TRAQUET (Cabinet of the Director-General) replied that the Management 
Development Committee did not include the Regional Directors, but was the group which included the 
directors of programme management at regional offices. Its function was to monitor all recommendations 
related to global change and it was closely involved in the development of the information system. The 
approach adopted, which had been discussed by the Board in January 1994, not only provided for the 
regional offices to share in the work of building up an information system; regional systems that were 
already in operation would be incorporated into the final system. The Global Policy Council, which 
included the Regional Directors, would when it met four times a year review progress in achieving global 
change. 

The CHAIRMAN invited the Board to consider the plan proposed in sections III, IV and V of the 
report and the general orientation given to the development of the WHO worldwide management 
information system. 

The Board endorsed the plan and the general orientation, and the request for a further report to the 
ninety-fifth session of the Executive Board. 

The CHAIRMAN invited the Board to consider the financing of the information system and，in 
particular, the possibility of using regular budget and specific extrabudgetary resources, as well as the 
establishment of a special fund for the purpose. 

Professor GIRARD said that although it would be proper to finance the information system from the 
regular budget, from extrabudgetary funds and from a special fund, it would perhaps be wise to provide that 
the regular budget allocation should represent an amount not less than half the total cost. It was imperative 
that the Organization should shoulder its responsibilities, one of which was to be the deciding voice in what 
was a major undertaking. 
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Dr CLINTON endorsed those views. In addition he would be reluctant to see a special fund 
established; the resources required should be found from the regular budget and from extrabudgetary 
funds. A management information system was a basic component of management, not a special activity. 
The sooner it was incorporated into the structure of the Organization the better. 

The Board endorsed the views of Professor Girard and Dr Clinton on financing of the information 
system. 

The CHAIRMAN suggested that the Board might wish to review a detailed development plan in May 
1995. “ 

It was so decided. 

5. TECHNICAL DISCUSSIONS AT THE FORTY-NINTH WORLD HEALTH ASSEMBLY 
(1996): Item 11 of the Agenda (Document EB94/8)1 

The CHAIRMAN invited comment on Alternatives 1 and 2 contained in document EB94/8. 

Dr LEPPO said that the Technical Discussions had been an extremely important forum for 
participants to exchange views and up-to-date information. However, he had become convinced that it was 
time for the Board to review its approach, particularly in view of the success of the technical briefings 
provided at the last Assembly, and therefore favoured Alternative 1. 

Dr CLINTON, endorsed the views of Dr Leppo. The technical briefings provided at the Health 
Assembly had been excellent. They had been well attended and had provided delegates with a clear 
information on WHO's action on a specific topic. He therefore agreed that Alternative 1 was the better 
solution. 

Dr LARIVIÈRE also supported Alternative 1, principally on grounds of cost-saving and better use 
of staff time. He stressed that although the quality of the Technical Discussions during the Health 
Assembly had always been excellent, he was convinced that the need for them had diminished because 
similar opportunities for an exchange of technical information existed at many other international meetings. 
On the other hand, the technical briefings had been extremely useful, and he suggested that they mi¿it 
concentrate on selected controversial issues to which delegates, in a personal capacity, could contribute their 
ideas freely. 

Dr ANTELO PÉREZ, although he had no objections to Alternative 1, felt that input at country level 
had been missing from the Technical Discussions. He therefore suggested that the subject chosen for the 
technical briefing should be discussed first in the regions to ensure that country experiences were taken into 
account and that conclusions could be applied locally. 

The CHAIRMAN asked if Dr Antelo Pérez was suggesting preliminary meetings in each region. 

Dr ANTELO PÉREZ replied that, after discussion in the regional committee of experiences, say in 
the area of nursing, the conclusions would be transmitted to the Secretariat, which would consolidate the 
information received from all the regions, enabling it to provide more relevant information at the briefing 
session. 

Dr SAVEL'EV supported the remarks of Dr Leppo, Dr Clinton and Dr Larivière, and recommended 
that the resolution as set out in Alternative 1 should be adopted. 

1 See Part I, Annex 1. 
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Dr SANGSINGKEO said that on grounds of time constraints alone, he favoured Alternative 1, for 
Technical Discussions to be replaced by technical briefings. 

Dr DEVO favoured the replacement of the Technical Discussions to save time and costs, and agreed 
that it was essential for prior notification to be given of topics of the technical briefings in order to ensure 
useful contributions. 

Professor GIRARD, while endorsing the views of previous speakers, suggested that topics of special 
interest for the future, such as bioethics, might justify the holding of Technical Discussions from time to 
time. Moreover, it was cheaper to hold them during the Assembly than to convene a separate conference. 

Dr WINT agreed that the Technical Discussions allowed for the participation of a larger number of 
people than international meetings did. Nevertheless, by planning Alternative 1 carefully, the benefits of 
the Discussions could be retained in a new approach. The topics for the technical briefings should be 
carefully selected and more time devoted to them. 

Professor BERTAN pointed out that in previous years the Technical Discussions involved mostly 
prepared statements rather than open debate. For that reason she preferred technical briefings, but 
suggested that they should last two hours rather than one and that participants should be able to intervene. 
She would favour Alternative 1，provided that a special session could be held if a topic of particular 
importance warranted it. 

Professor SHAIKH said that, although he could make no comparison with previous years, the 
Technical Discussions had provided him with much valuable information from various countries and that 
the briefings too were concise, sound and informative. Perhaps a balance could be struck between the two, 
by shortening the Discussions and lengthening the briefings. 

Mrs HERZOG suggested that if a topic emerged which merited special attention, a one-day 
symposium or seminar could be held prior to the Health Assembly. She considered that the time devoted 
to the Technical Discussions was not always commensurate with the benefit derived from them. She agreed 
that the technical briefings were very worthwhile and that if the Discussions were abandoned then it might 
be possible to spend half a day during the Assembly for briefing and other meetings. 

Dr DLAMINI said that she supported Alternative 1, but was concerned that an opportunity might 
be lost to discuss topics of importance if the Technical Discussions were dropped altogether. She agreed 
that they might be retained in a different form. 

Professor MBEDE suggested that the Technical Discussions might have fallen from favour because 
of the wide-ranging nature of the questions and the fact that each participant felt obliged to contribute. The 
technical briefings were more specific and satisfying. If the Discussions could be presented in a different 
way, and held on an ad hoc basis, it might be possible to define topics more closely and ensure proper 
discussion. 

Professor GIRARD, noting that most members favoured Alternative 1, added that the importance 
of the subject should be the factor which determined whether or not Technical Discussions were 
exceptionally held. 

Professor CALDEIRA DA SILVA strongly supported Alternative 1. 

Dr LEPPO concluded that Alternative 1 should be revised to include some flexibility. He suggested 
a modification in the ending of operative paragraph 1 to give some room for manoeuvre as follows:"…will 
be replaced by technical briefings and sessions for informal dialogue on topical issues". 

Dr WINT suggested that the words "like those organized at past Health Assemblies" should be deleted 
from operative paragraph 1, and that the word "well-organized" should be added before "technical briefings". 
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Dr CLINTON recommended that precise wording should be left to the Secretariat, and that a revised 
text be submitted to the next meeting. 

The CHAIRMAN concluded that there was a clear preference for Alternative 1, provided that there 
was some flexibility in the wording to ensure that adjustments could be made to accommodate the need to 
discuss an important topic. In that way, optimal use of the time and money could be achieved. Preparatory 
work at regional level would clearly be helpful so that delegations could come better prepared for 
discussions of technical matters. Although most Members had felt that the information supplied at the 
technical briefings was useful, it seemed that they wished to see some improvement in procedures. The text 
of Alternative 1 would be amended to take into account the suggestions made and the Board would discuss 
the revised resolution at its next meeting. 

It was so agreed. 

The meeting rose at 17h45. 



THIRD MEETING 

Saturday, 14 May 1994，at 9h00 

Chairman: Dr J. KUMATE 

1. TECHNICAL DISCUSSIONS AT THE FORTY-NINTH WORLD HEALTH ASSEMBLY 
(1996): Item 11 of the Agenda (Document EB94/8)1 (continued) 

The CHAIRMAN reminded the Board that, after discussion on document EB94/8, it had been agreed 
that the draft resolution would be amended. It was proposed to add to the end of the last preambular 
paragraph the words "in a flexible and innovative manner," and to amend operative paragraph 1 as follows: 

1. DECIDES that, from the Forty-ninth World Health Assembly in May 1996, and on a trial basis, 
Technical Discussions will be replaced by well-organized technical briefings and informal forums for 
dialogue;. 

Dr DEVO suggested adding the words "a limited number of before "well-organized". 

It was so agreed. 

The resolution，as amended，was adopted.2 

2_ ESTABLISHMENT OF SUBGROUPS FOR PROGRAMME REVIEWS AT THE NINETY-
FIFTH SESSION OF THE EXECUTIVE BOARD: Item 8 of the Agenda (Decision EB93(8); 
Document EB94/6) (continued from the second meeting, section 3) 

The CHAIRMAN suggested that members should attend the meetings of subgroups in accordance 
with decision EB93(8) for programme reviews at the ninety-fifth session of the Board as follows: 

Subgroup 1 (Nutrition, food security and safety; Equipment and supplies services for Member 
States; Health situation and trend assessment; General programme development and management): 
Professor J. M. Caldeira da Silva, Dr J. J. Clinton, Dr V. Devo, Dr Qhing Qhing Dlamini, 
Mr D. Leakey, Dr К. Leppo, Professor Li Shichuo, Dr Ngo Van Hop, Dr V. Sangsingkeo, Professor 
N. M. Shaikh and Dr A. Zahi; 

Subgroup 2 (Health and biomedical information; Essential drags，vaccines and other supplies; 
Vaccine and immunization, including poliomyelitis eradication): Dr К. A. Al-Jaber, 
Dr A.-R. S. Al Muhailan, Professor Münewer Bertan, Dr К. С. Calman, Dr С. Castro Charpentier, 
Professor M. E. Chatty, Professor J.-F. Girard, Dr M. M. Kankienza, Professor J. Mbede, 
Dr E. Nakamura, Professor E. A. Necaev and Dr P. Nymadawa; 

1 See Part I, Annex 1. 
2 Resolution EB94.R2. 
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Subgroup 3 (Tropical disease research and control; Family and community health (components for 
Health of the elderly and Occupational health); Human resources for health): Dr J. Antelo Pérez, 
Mrs P. Herzog, Dr К. Kalumba, Dr J. Larivière, Dr J. G. S. Makumbi, Professor I. A. Mtulia and 
Dr В. L. Shrestha. 

It was so agreed. 

3. APPOINTMENT OF REPRESENTATIVES OF THE EXECUTIVE BOARD AT THE FORTY-
EIGHTH WORLD HEALTH ASSEMBLY: Item 9 of the Agenda 

Decision: The Executive Board, in accordance with paragraph 1 of resolution EB59.R7, appointed 
its Chairman, Dr J. Kmnate, ex officio, and Professor Mtinewer Bertan, Dr M. M. Kankienza and 
Dr Ngo Van Hop to represent the Board at the Forty-eighth World Health Assembly.1 

4. STATEMENT BY THE REPRESENTATIVE OF THE WHO STAFF ASSOCIATIONS ON 
MATTERS CONCERNING PERSONNEL POLICY AND CONDITIONS OF SERVICE: Item 
12 of the Agenda 

Dr STJERNSWÁRD (representative of the WHO Staff Associations), speaking on his own behalf and 
in the name of staff throughout the Organization, said a major concern of staff was the safety of colleagues 
working in high-risk areas. Recently events in certain countries had endangered the lives of staff and their 
families, and situations elsewhere were also giving rise to concern. While he was fully aware of the 
difficulties involved in ensuring protection of national staff, he urged WHO not to forget that those men 
and women were part of its family. 

The Organization's main capital was its human resources. Resolution EB91.R22 had been very 
helpful in enabling staff to respond to the challenges of restructuring and reforms. The "white paper" he 
had made available to the Board in January 1994 had since been accepted as a working document by the 
Development Team on Personnel Policy. 

In his statement in January, he had indicated that staff would like to see a more operational 
organization, with a structure unhampered by excessive bureaucracy and able to respond effectively to 
current needs. They would also like to see a managerial system capable of responding to challenges, and 
managers with sufficient technical ability to ensure WHO's leadership in the field of international health. 

Welcoming reform, staff were anxious to see more fundamental changes which would enable the 
Organization better to respond to current health needs. Many had difficulty in understanding the 
significance of the administrative changes - though no doubt that would become clear in time. Any 
reformer faced problems: the poet Petronius had pointed out some 2000 years ago that reorganization 
often created an illusion of progress, while what was actually achieved was chaos, ineffectiveness and 
demoralization. He hoped that WHO could avoid that. 

Another issue of great concern to staff was age of retirement. WHO currently had two different 
retirement ages: 62 for staff taken on since 1990, and 60 for all other permanent staff. There were many 
reasons for considering increasing retirement age to 62，notably the benefits that would accrue to staff 
continuing to contribute to the Pension Fund. At the same time, the pension rights of long-serving staff 
who had been contemplating retirement at 60 had to be protected. To resolve that disparity, the Staff 
Association called on WHO to review retirement comprehensively to determine the best solution for the 
work of the Organization and for the staff who served it. Staff of other members of the United Nations 
family, notably of headquarters in New York, also favoured a retirement age of 62, and WHO, as a health 
agency, should take the lead in the matter. Good management should also include long-term advance 
planning, preferably two years ahead so that the best person to succeed the incumbent could be found and 
trained. Such planning was not currently being carried out in the Organization. Staff were puzzled how 

1 Decision EB94(11). 
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it could be done when positions were being frozen after the incumbent had retired. Most programmes 
sought long-term commitments and resources, usually with the assistance of staff at country level. Many 
programmes had reached their "pain threshold"; without key personnel they were in danger of collapsing, 
which would result in damage to the Organization's credibility and difficulty in programme planning. 

Despite efforts to modernize, a general sense of insecurity among staff had not been alleviated. Posts 
were frozen in many programmes and restructuring was still seen as a threat to jobs, even though the 
Director-General had thus far avoided a reduction in force. Nonetheless, 50 to 60 staff members had been 
eased out. Hardest hit had been the staff in posts funded from extrabudgetary sources: as those sources 
shrank, continuity of employment could no longer be assured. 

Throughout the entire United Nations system, including WHO, there had been an increase in the 
number of appeals by staff against decisions taken with regard to their conditions of employment. The 
number of appeals would continue to rise in response to growing lack of respect for or misinterpretation 
of the Staff Rules in vacancy notices, and arbitrary selection and contract termination, for example. WHO 
staff were concerned at the growing number of posts for which the proper selection procedures had not 
been respected. They were also concerned because programme managers were being promoted to the 
director level without going through the appropriate review processes. They shared the concern of the 
External Auditor about the continuing employment of retired staff at high levels. 

Staff members had a key role to play on selection and reclassification committees. He hoped, 
therefore, that the privilege enjoyed by staff at headquarters who participated in professional and general 
service staff committees would be extended to all regions. 

The Staff Associations welcomed the increase, albeit slow, of the number of women appointed to 
higher-level posts and congratulated the Director-General on his efforts. Temporary staff, some of whom 
were in posts frozen for economic reasons and at a lower grade, were often overlooked. They were not 
entitled to within-grade increases, did not benefit from dependants' or language allowances, had to accept 
inequalities in health insurance benefits, and often did not contribute to the Pension Fund. Some had been 
employed for over 10 years on temporary contracts. The Organization could not function without them, 
and their situation should be regularized. 

Salaries and pensions continued to decline. General service pensions were in danger, and forthcoming 
salary surveys might well bring more salary cuts and frozen posts. The Federation of International Civü 
Servants Associations continued to negotiate with the International Civil Service Commission, but a 
satisfactory arrangement had not yet been achieved. 

Professional salaries within the United Nations system had remained static for many years and it was 
no longer a competitive employer. That required urgent attention if organizations wished to attract and 
retain competent professionals. 

A number of steps had been taken in response to resolution EB91.R22 on staff participation in the 
WHO response to global change. A working group on the appraisal system was currently finalizing its 
report, and the proposed system would be tested in 1994. A working group on career development had 
been set up to propose a policy. Members of the headquarters Staff Association were also participating 
in the Development Team on Personnel Policy. 

He appreciated the opportunity to bring staff issues to the Board's attention. Staff in some regional 
offices did not always have the same opportunity for dialogue with the governing bodies; it was to be hoped 
that, in the spirit of the resolution adopted in 1993, regional Staff Associations would be invited to present 
issues of concern to staff. 

He wished to pay tribute to his colleagues throughout the Organization. It was not easy to work in 
the current climate of economic constraints and job insecurity. However, he could assure the Board of the 
staffs dedication and loyalty and he trusted that it would acloiowledge their contribution and commitment 
to health. 

In the future, staff hoped to address the Executive Board at an earlier point in the session so that any 
points raised could be discussed subsequently. 

The CHAIRMAN said that if he heard no objections, he would take it that the Board wished to take 
note of the statement of the Staff Associations. 

I t was so agreed. 



SUMMARY RECORDS: THIRD MEETING 

5. DATE AND PLACE OF THE FORTY-EIGHTH WORLD HEALTH ASSEMBLY: Item 13 of 
the Agenda 

Dr PIEL (Secretary) suggested that the Forty-eighth World Health Assembly should be convened on 
Monday, 1 May 1995 at 12 noon. 

Dr HAJ-HUSSEIN (alternate to Professor Chatty), supported by Dr AL-JABER, suggested that a 
different date should be chosen, since 1 May 1995 would coincide with a Muslim festival. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) pointed out that the Hadj 
(pilgrimage to Mecca) would take place on 6 or 7 May 1995. It would, therefore, be possible for ministers 
of health from Muslim countries to attend the first week of the Health Assembly and then return home for 
the festival. 

Dr AL-JABER agreed. 

Dr HAJ-HUSSEIN (alternate to Professor Chatty) withdrew his suggestion. 

Decision: The Executive Board decided that the Forty-eighth World Health Assembly should be held 
at the Palais des Nations, Geneva, Switzerland, opening on Monday, 1 May 1995.1 

6. DATE, PLACE AND DURATION OF THE NINETY-FIFTH SESSION OF THE EXECUTIVE 
BOARD: Item 14 of the Agenda 

Dr PIEL (Secretary) suggested that the ninety-fifth session of the Executive Board should be 
convened on Monday, 16 January 1995 at WHO headquarters, and should close on Friday, 27 January at 
the latest, 1995 being a programme budget review year. 

Dr CLINTON noted that the two committees of the Board - the Programme Development Committee 
and the Administration, Budget and Finance Committee - were due to begin their meetings on Monday, 
9 January and Tuesday, 10 January, respectively. They would both probably finish their work before the 
end of that week, and members would have several days to wait before the beginning of the Board, which 
meant extra expense for WHO and wasted time for the members. He suggested that the two committees 
should begin their meetings a day or two later. 

Dr PIEL (Secretary) pointed out that the Global Policy Council was due to meet on 13 and 
14 January, between the two committees and the Board, and time was needed to prepare documents of 
good quality for the Board. 

After a discussion in which Dr DEVO and Dr LARIVIÈRE took part, Dr CLINTON withdrew his 
proposal, but suggested that the schedule of meetings should be reviewed after the ninety-fifth session, so 
that his suggestion could be adopted for 1996 if appropriate. 

It was so agreed. 

Decision: The Executive Board decided that its ninety-fifth session should be convened on Monday, 
16 January 1995 at WHO headquarters, Geneva, Switzerland, and close no later than Friday, 
27 January 1995.2 

1 Decision EB94(12). 
2 Decision EB94(13). 



78 EXECUTIVE BOARD, NINETY-FOURTH SESSION 

7. CLOSURE OF THE SESSION: Item 15 一 the Agenda 

The CHAIRMAN thanked the members foil their contribution to the Board's work and for their 
patience and understanding. He declared the session closed. 

\ 
\ V 

\ 
The meeting rose at 9h55. 
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